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the A. D. A.’s 97th annual session 
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Our Guinea-Pigs 
are in here. . . 


Biological testing is vital in proving the safety and efficacy of a 
local anesthetic before clinical testing. 


Take Ravocaine for instance. Its developmental and proving 
stage consumed 5 years, during which it was subjected to phar- 
macological studies; tested on guinea-pigs and other animals; 
and finally screened on a large scale on man. 


Its safety positively established, Ravocaine was then tested clini- 
cally in dental schools and private practices to ascertain which 
of several combinations and concentrations was best tolerated 
and most nearly approached the ideal formula. Ravocaine HCI 
0.4% and Novocain 2% with Levophed 1:30,000 was overwhelm- 
ingly selected. This clinical choice was later confirmed by 160 
dentists in reports on 4,300 practical cases. 


Then, and only then, was Ravocaine HCI and Novocain with Lev- 
ophed made available to the dental profession. 
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Steriing-Winthrop Research institute, of the newest, it modern privately owned 
research institutions in the world. It handles research activities of all members of Sterling 
Orug’s corporate family, of which Coot. Waite is one. 


Such conservative, safety-first developmental work and testing 
take time, unlimited research facilities and the resources to sup- 
port such a program — plus a keen sense of moral obligation to 
the profession not to involve it and its patients in the role of 
unwitting guinea-pigs. 


Brand of proposycoine HC/ 


— * 
Brand of procaine HC/ 
with COBEFRIN™ or LEVOPHED* 
SO FAST - SO DEEP SO SURE 


Cobetrin brand of nordetrin; Levophed brand of levorterenol. 


More than 
COOK WAITE 


in the last 3 Years. NEW YORK 18, ¥. 
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A Message to the 
Dental Assistant— 


And the Dentist you 
serve will tell you 
. so for reminding him 
that it's time to 
plan on sending 
your old Wig-l-bug 
for conversion. 
To bring your old 
Model 3A right up to 
date, we check and clean 
thoroughly; replace the 
mechanical timer with a 
new electric timer, 
and remount the ee ina new, bright, 
White housing .. . or a Black, lustrous hous- 
ing, whichever you prefer. This offer only to 
110 volt, 60 cycle machines. 


Convert your 
old wig A-BUg 


Model 3A 


amie 


an 
bright, WHITE 


model . $3950 
Model SA-W 
a shiny, BLACK, 


streamlined * 
model . .$345° 


F.0.B. FACTORY Model SA-8 


If you have a Model 5A Black Wig-|l-bug and 
want to change over to a White housing, 
your dealer salesman can do it for you. White 
housing only $10.00, F.O.B. Factory. If 
Black housing is returned a credit of $5.00 
is allowed against above prices. ... Have the 
conversion made while the Dentist is away 
on vacation to avoid being without use of 
your Wig-l-bug. Delivery in about 2 weeks. 


Crescent DENTAL MFG. CO. 
1839 So. Pulaski Road, Chicago 23, Ill 


caries-acfive 


patients 


NON-CARIOG NIC 
Sugarless 
Gum 


Sold through drug, department and 
health food stores. Samples and liter- 
ature on request. Please give drug- 
gist’s name, address. 

AMUROL PRODUCTS COMPANY 
116 S. MICHIGAN AVE., CHICAGO 3, ILL. 


Comparative in vitro Effects of Sugar 
Gum and Amurol Gum added to Saliva 


3 ‘ = ? IN HOURS) 24 


DECALCIFICATION BEGINS AT pH 5.3 


As shown above, pH of carries-active saliva in 
vitro remains in alkaline zone for hours with 
AMUROL SUGARLESS GUM, whereas with sugar 
gum the pH drops to the acid level under the 
some conditions 
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ORACAINE HCI 2% 


MEPRYLCAINE HCI critical 


| Epinephrine 1:50,000 9. 


A SPECIALIZED 
ANESTHETIC 
minutes! 


ORACAINE HCI 2% 


2 


150,000 


*A recent survey shows that the aver- 
age actual working time for dental 
appointments is 29.2 minutes .. . and 
over 80% of all dental appointments 
are for one hour or less. 


ORACAINE HCI 2%, Epinephrine 1:50,000 has been demonstrated 
to be fast in onset, provides anesthesia of adequate depth and a 
relatively quick ‘cut-off.’ Anesthesia is retained for only 50 to 60 minutes 
and then disappears rapidly, in many cases within a half hour. The 
Oracaine HC! solution offers these advantages so important in this day 
of high-speed dentistry wherein technical advances aim toward shorten- 
ing the working time of the dentist. 


co., 


New York Office: 1128 Lexington beeen. 
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FOR THE SEVERE STRESS OF EXTRACTION 


| 


$.S. WHITE “TARNO” FORCEPS with rounded scissor joints . . . plus strong rust-resistant 


steel beaks and handles withstand operating stress far in excess of normal. Boiling won't 
rust them. Dry sterilization won't cause clouding or discoloring. No peeling—because there 


is no plating. When replacing your present forceps or considering adding new designs, 
$.$. White “Tarno” forceps. 
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S.S. WHITE 


WHITE ELEVATORS with Nylon handle for better balance! a 
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* STRONG, RIGID, RESISTANT TO CORROSION f 
SURGICAL INSTRUMENTS. 
| | ; Sees] EE 
to sterilization! Neater appearance and easy handling! These 
re some of the advantages of S.5. White Elevators. Natural Nylon handle re 
an $.$. White exclusive — will not fill up with water during sterilization. 
‘HE S.S. WHITE DENTAL MFG. CO. 


A-8 


STUDENTS | 


EARN OVER 
$4,000 

IN YOUR SENIOR 

YEAR 


Finish your education 
as an Army Officer 
with no financial 
worries. 


Start your senior year at dental school 
with an assured income of over $4,000. 
That’s the financial security you're of- 
fered under the Army Senior Dental 
Program. You'll stay in the school 
you’re now attending, but you'll be en- 
titled to the pay and allowances of a 
commissioned officer. 

If you’re a junior in a dental school 
recognized by the Department of the 


Army, you may apply now for your 
Army commission. 

There’s a great career waiting for 
you upen graduation. During your ac- 
tive service as an Army Dental Officer, 
you'll get broad practical experience, 
use the most modern equipment, enjoy 
a 30-day paid vacation every year and 
have the chance for advanced study, 
promotion, increased pay and exciting 
foreign travel. 


After Dental School—Intern at Army Expense! 


Army internships are awarded to a limited number of qualified dental seniors 
and graduates each year. ADA-approved, they provide for a 12-month ad- 
vanced, rotated training program in every major dental specialty. This pro- 
gram is offered separately from the Army Senior Dental Program described 
above, however under certain conditions the two may be profitably combined. 


FOR FULL DETAILS, mail this coupon 


ADS5S6-3 


today to the Commanding General of r I 
your Army Area. Attention: Army Medical Service 

Procurement Officer 

Please send me the full details on: ; 

U. Ss. ARMY (Check one {|_| Army Senior Dental Program 1 

or both) |_| Army Dental Internship Program l 

DENTAL 

CORPS 

city STAYE i 
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Pacesetter 
for Progress 


CENTURY 


outstanding 
new 
features... 


1. New, Exclusive FLUIDAIR Cooling System ... increases patient tolerance 
during cavity preparation... ideal for tooth reduction at high speeds. 
Dual selector switches permit use of air and water in combination, or 
separately, right at the handpiece. Water flows automatically when foot 
controller is engaged. Air flow is continuous for drying and chip blowing. 


' 2. All New Engine Arm...Gives a new high in operating convenience. Trim 
enclosed arm is lightweight, yet ruggedly built. A feather-light touch 
raises or lowers arm, which is fully counterbalanced by engine. 


3. New, More Powerful Engine... Permits handpiece speed range from 800 
to 100,000 or more RPM for use of latest high speed techniques. New 
engine has ample power for complete flexibility...up to 32 speed 
selections. 


See the new Century Unit at your Ritter dealer's 
now ...0r call or write for further information. 


RITTER PARK * ROCHESTER 3, N. Y. 
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D-P Cream 


as 1 ‘you ease of use and accuracy never before attained! 


a With the introduction of Improved D-P Cream, 
a all previous standards of accuracy became obsolete! 


x Raz no other impression medium — past or present—can 
approach Improved D-P. Once you have 
\.\, » used it, we believe no other material will ever again 


satisfy you. fact, WE GUARANTEE IT! 
\ / 


greatest elasticity without distortion 
The secret of Improved D-P Cream is 
the unequalled degree to which this 
material combines firm body with lively 
elasticity. Firm body eliminates fear of 
distortion, even in the critical peripheral 
areas. Lively elasticity eliminates 

the possibility of broken teeth! 


plus these other important advantages 
now available in...Stend-- | * Quick mixing to a smooth, creamy 
ard 12-envelope package consistency. * Heavy, non-running body. 
. 25-unit bulk can... 100- * Ideal setting time * Clean, smooth 

_ envelope stone or plaster casts with surface 
that is hard, not powdery. ¢ Accuracy 

maintained over a long period without 
need for fixing solutions. * Consistent 
formulation assures consistently 
satisfactory results—case after case. 


ORDER Improved D-P Cream 
from your Dental Dealer 
TODAY, on our absclute 
money-back GUARANTEE 
OF SATISFACTION! 


dental perfection co., inc. 


543 West Arden Avenue - Glendale 3, California 
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ELIMINATE YOUR TROUBLE IN 
FILLING ROOT CANALS.... 


USE UNION PASTE FILLERS!!! 


Put Paste on 
Paste Filler, 
push up to 
very tip of 
root canal 

Paste 
Filler works 


enter the root 
canal easily. 
o re- 
move Paste 
from 


ENLARGED VIEW 


3 


JUUE 


R.A. 


Packed 4 to i, 2, 3, 4, or Assorted 
or HP—$2.50 per pkaq 


Union Broach Test Files, Reamers, 
Broaches and Handles 


THE TEST HANDLE 


is a smal! and convenient adjustable handle, fitted 
with a seale. It can be adjusted with ease and rapidity 
to the exact leneth required. The seale makes it possible 
te vary the length even by fractions of a millimeter. Even 
in the case of drastic filling of the nerve canal, it is im 
possible to drive the instrument teo deep since it i 
brought to a halt through the contact between the chontders 
of the Test-Handle and the top ef the tooth 


PRICES 
6 Files or Reamers per 9. Sizes 1. 2, 4.5, 6 or 
1-6 asst’d. Files also available in sizes 00 aa 0 asin. 
able up to 28 mm. . $2.00 pkg. 
6 Test Handles, Numbered ose $5. 09 pkg. 
NEw! Uatee Barbed Broaches for Test Handles. Sizes 
0, 1, 2, 3, 4, 5 or 0-5 Assorted 1 Dozen $1.25 
sP ECIAL “Stale D Long Test Handies Set of 6 Handles 
eguiar Test Files, Reamers, ete., 
will 
TRIAL KIT "(Files Only). TRIAL KIT No. IA 
(Reamers Only): comatoree 3 of each size plus 6 Han- 
dles—$10.00. 2 contains 6 of each size Reamers 
and Files, plus 12 Handi es and a set of Wrene’ 
$35.50 Value for $25 00 


Write for our 20-P: Illustrated 
© Catalog of Root Ca Page, 
UNION BROACH CO. Inc. 


World's Largest Mfrs. of Root Canal instruments 
37 West 20 St. New York 11, N. Y. 


Invincible’s 
exclusive concealed safe unit “ 
Maximum protection for valuable pa- 
pers, confidential records, narcotics, drugs 
— keeps them avail- 
able only to you and 
your associates. 
Variety of sizes 
Invincible Filing Cabinet 


with safe unit. Desk-high, 
counter- high, four-drawer 


INVINCIBLE 


FURNITURE 


in successfully fighting 
malpractice charges 


ESSIONAL PROTI 
EXCLUSIVEL 
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THE FIRST AND ONLY SOFT DENTURE 
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Oe LINER FOR DIRECT APPLICATION 


CURES IN SIXTY-SECONDS— 
SOFT AND RESILIENT FOR A LIFETIME! 


Here, at jast, is a tasteless and odorless soft denture 

liner that can be applied to dentures in seconds—directly b 

or indirectly! Just put a thin layer of PERMA*SOFT in ‘ 
the denture... insert in the mouth for an impression . 
... remove, trim excess... and place denture in boil- 
ing water. In just sixty-seconds the PERMA*SOFT 
liner cures completely, and will remain soft and resili- 
ent for the life of the denture! 


PERMA:SOFT instantly improves adaptation and 
pillows tender tissues in a cushion of soft plastic. Every 
denture patient will appreciate the comfort it makes 
possible. 


Ask your dealer for PERMA*SOFT—brief instruc- 
tions in every package. 


7512 SOUTH GREENWOOD AVENUE + CHICAGO 19, ILLINOIS 


® PERMA-SOPFT is The William Getz Corporation's trademark 
for an exclusive soft denture liner formula, 
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Enriched Bread 


Sound Nutrition, and Dental Health 


Among the foods that constitute the pillars of sound nutrition Enriched 
White Bread deserves commendation. 


Its nutrient value, checked against its caloric contribution, is high and 
broad. Where white bread formerly was considered largely a carbohydrate 
food, present-day enriched white bread is justly termed a “protective” 
food.' It is a good source of many essential nutrients—protein, vitamins, 
minerals, and rapidly available food energy. 


Practically all enriched bread is prepared with nonfat milk solids (aver- 
age 4 pounds for every 100 pounds of flour). Its protein, 39 Gm. per 
pound and composed of flour, milk, and yeast proteins, therefore is of 
good biologic value’ for growth as well as tissue maintenance. 


Enriched bread provides goodly amounts of thiamine, riboflavin, and 
niacin, formerly relatively low in the American dietary. It is a good -ource 
of iron and calcium, important factors in nutritional health. 


A good diet is recognized as an important factor in dental health.’ 
Enriched bread serves well in this regard, especially because its complex 
carbohydrate does not readily diffuse into bacterial plaques and therefore 
is of low cariogenic activity.‘ 


1. Jolliffe, N.: Recent Advances in Nutrition of Public Health Significance, Metabolism 
4:191 (May) 1955. 


2. Sherman, H. C.: Chemistry of Food and Nuirition, ed. 8, New York, The Mac- 
millan Company, 1952, pp. 212, 598, 599. 


3. Committee on Dental Health, Food and Nutrition Board: Control of Tooth Decay, 
Washington, D. C., National Academy of Sci National Research Council, 
1953. 


. Joint Report of the Council on Dental Health and the Council on Dental Therapeu- 
tics of the American Dental Association: Sugar and Dental Caries: The Effect on 
the Teeth of Sweetened Beverages and Other Sugar-C ining Sub " 
J. Am. Dent. A. 47:387 (Oct.) 1953. 


The nutritional statements made in this 


AMERICAN BAKERS ASSOCIATION advertisement have been reviewed by the 


Council on Foods and Nutrition of the Amer- 
20 North Wacker Drive + Chicago 6, Illinois ican Medical Association and found consistent 
with current authoritative medical opinion. 
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XYLOCAINE. . 


brang of 


Lidocaine 


 PROCAINE 
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as 


tHuldt, S., ‘Fact infil th OR 
Efficiency of Dental Loca! OCHLORID! 


and 
tics in Man.”, Acto Odontologica d of Lidocaine Hydro¢ 
Scandinavica, Volume 11, Supple- 
ment 13, 1953 
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YOU CAN STILL HAVE A COMPLETE FILE OF 
DENTAL ABSTRACTS 


Beginning with the January 1956 issue, 
Volume 1, Number 1 


The tremendous acceptance of DENTAL ABSTRACTS indicates the great 
importance of this new ADA publication. 


DENTAL ABSTRACTS has a dual purpose: (1) to provide, by a few hours’ 
reading each month, a survey of the significant advances being made by 
dentistry throughout the world, as reflected in current dental literature; 
and (2) to supply enough data in each abstract so that the reader may 
determine whether he wishes to refer to the original article for more com- 
plete information. 


DENTAL ABSTRACTS enables every dentist to keep informed on dental 
progress everywhere. It is particularly helpful to those—general practi- 
tioners, researchers, educators, technicians and manufacturers, to mention 
a few—who require a knowledge of more than one field in dentistry. All 
find DENTAL ABSTRACTS the answer to a long felt need. 


For easy reference DENTAL ABSTRACTS is divided into these nine major 
sections: 


Preventive and Public Health Dentistry 
Basic Science 

Periodontics and Endodontics 
Operative Dentistry 

Prosthetic Dentistry 

Oral Surgery 

Orthodontics 

Professional Activities 
Armamentarium 


The entire dental literature is covered under these nine heads. Send in 
your order and check today. The convenient order form below is for your 
use. 


AMERICAN DENTAL ASSOCIATION, Subscription Dept. 
222 East Superior Street, Chicago 11, Illinois 


Please enter my subscription to DENTAL ABSTRACTS for | year. My check is enclosed.* please 
type 
Name . or 
print 
Address 


City, zone & state 
*Subscriptions: $6 for U. S.; foreign $7.00. 
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Dental health care programs for children 


David W. Brock, D.D.S., St. Louis, Mo. 


Both the public and the dental profession know that 60 per cent of the incidence of 
dental caries can be prevented among children if their drinking water is fluoridated. 
Both the public and the profession know that, among children who do not have access 
to a fluoridated public water supply, 40 per cent of the incidence of dental caries can 
be prevented through topical fluoride applications. 

The dental profession knows—and the public is learning—that the dental condi- 
tions which cannot be prevented can be controlled. Therein lies the greatest challenge 
to the dental profession. To accelerate state and local efforts to meet this challenge, 
the Council on Dental Health of the American Dental Association selected “Dental 
Health Care Programs for Children” as the subject for its Sixth National Dental 
Health Conference last year. Discussions were devoted to the development of ade- 
quate programs and the improvement of existing ones to bring about an eventual re- 
duction in the tremendous backlog of dental needs in the adult population. 

Various aspects of dental health care for children were considered—-preschool and 
school programs from the point of view of the educator and of the dentist, size of 
the problem after children have been placed on a maintenance basis, treatment prob- 
lems involved in the care of handicapped children, and the impact of group programs 
on the provision of dental health care. In the discussions of these aspects, two specific 
requirements were stressed: (1) the need for bringing the nonindigent as well as the 
indigent child under dental treatment and (2) the role of the private practitioner in 
effecting better dental health care for all children. 

Papers prepared by Doctors Hodge, Castaldi, Waterman, and Ingle and summaries 
of other essays and panel discussions presented at the Conference follow. 


Symposium of discussions presented at the Sixth National Dental Health Conierence sponsored by the Council on 
Dental Health of the American Dental Association, Octoper 15, 1955, San Francisco. 


Former chairman, Council on Dental Heaitn, American Dental Association. 
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THE IMPACT OF GROUP HEALTH CARE PROGRAMS 
ON MEDICAL PRACTICE 


Francis T. Hodges, M.D., San Francisco 


What would happen to your presumably 
comfortable and stable economy were 
you suddenly to be confronted with a 
long, serious, disabling illness, plus a bill 
for that illness of over five thousand dol- 
lars? On me the effect would be pro- 
found. My income would stop; my over- 
head would continue, at least until hasty 
stop-loss controls could partially stem it; 
and a flood of medical bills would wash 
away what small reserves I had been 
able to put aside. 

In brief, I would be in trouble. Con- 
fined to a hospital bed, viewing my 
mounting bills with much the same ap- 
prehension of a taxicab passenger wait- 
ing for the passage of a slow hundred-car 
freight train. I would be changed sud- 
denly from a secure and solvent man into 
an anxious student of bankruptcy stat- 
utes. And, were I to be discharged from 
the hospital completely cured, my family 
could, conceivably, be faced with a far 
graver financial crisis than would be en- 
gendered by my death, since I carry an 
adequate life insurance program. 

It is usually the hardship case of the 
modestly paid employee—the teamster or 
the waitress—we hear of, and rightfully 
so. There is no one, however, immune to 
the costly drains of illness, although many 
of us enjoy degrees of security far beyond 
those of the workers mentioned. 

Much is heard today of the staggering 
costs of illness. They are high, and for a 
number of reasons. In an inflationary 
economy, health services and goods keep 
pace with the general rise in prices, al- 
though ratios vary. Physicians’ fees, for 
example, have not kept pace with labor 
costs, the price of milk or new cars. The 
physician’s share of the health dollar is 
smaller than it was a generation ago, 
whereas the dental profession is reported 
as receiving a somewhat larger segment. 


The hospitals’ share has greatly increased, 
and the increase has been in direct ratio 
to the increase in labor costs. 

The increasing costs of illness, even 
though they may not have kept pace with 
inflation, have helped to focus the impact 
of sickness on the pocketbook. It is little 
solace to the man on a limited budget to 
be told that costly modern medical pro- 
cedures have reduced the incidence and 
severity of certain diseases making them 
less costly in toto than they were a gen- 
eration ago. It is only partial comfort to 
know that today’s shorter hospital stay 
is often cheaper than hospital confine- 
ment in the days of less effectual treat- 
ment. 

Today’s worker is living in today’s 
economy, which is a credit economy. To 
an ever larger degree, he is buying today 
what he will use today, and pay for to- 
morrow. Whether he buys a vacuum 
cleaner, a car, a home, or a trip to Eu- 
rope, he can make a token down pay- 
ment and enjoy a multitude of goods and 
services long before he has a certificate 
of ownership. 

Credit economy has been shaping 
medical and dental practices for several 
years past. This shaping, which began 
almost imperceptibly, has recently reached 
alarming proportions. I cannot alter this 
trend, neither can you, nor can our com- 
bined professions. In a democracy, seg- 
ments of the populace do not divert the 
tide. They swim with it, or are swept aside 
by it. The professional man who gives 
more than passing attention to the alarm- 
ing possibilities in the present situation 
must realize that he is part of it, and that 
he must adjust to cope with it. 

In the past, when living was simpler, 


President, California Physicians Service. 
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SIXTH NATIONAL DENTAL HEALTH CONFERENCE . 


and when all but a few citizens operated 
on a cash basis, most people depended 
for security on a healthy, easily liquefied 
reserve. The strength of the family unit 
was the security of that unit. Family se- 
curity depended on the income of the 
breadwinner and the nest egg saved from 
his earnings. Then came life insurance, 
by which a man without that nest egg 
could guarantee his family some security 
from the day of his first premium pay- 
ment. Contingent on the regular pay- 
ments of a fixed premium, he was as- 
sured that his wife and children would 
be spared much of the economic tragedy 
caused by his death. From its inception 
life insurance has had its critics, some 
of whom protest that it is immoral to 
provide protection for dependents on an 
installment basis and that this unsound 
principle will undermine the character of 
the subscribers. Life insurance is a part 
of credit economy, although at first glance 
it might appear to be the opposite. The 
owner of a life insurance policy imme- 
diately becomes possessed of that for 
which he will pay through the years. 
Through that possession the intangible 
security of today looms larger even than 
the tangible, inevitable, return of tomor- 
row. 

As the demands on the income dollar 
for rent, clothing, food, life insurance, 
education and recreation become greater, 
the income earner grows increasingly 
concerned over the rising costs of illness 
and over the decreasing segment of his 
dollar budgeted for those costs. Eating is 
a necessity, so,too is clothing and shelter. 
Protection must be provided his family 
in. case of death—hence the need for life 
insurance. The family must have ciga- 
rettes and an occasional movie ticket, for 
life would be drab indeed without some 
minor pleasures. 

Because of these chronic and urgent 
demands on the family income, many 
wage earners fail to provide for illness. 
They rationalize this failure by arguing 
that they are not going to get sick. Other 
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people become ill. Careless people have 
accidents. Should some little illness oc- 
cur, a visit to the physician will cost but 
five dollars and that can be paid out of 
pocket without affecting the family 
budget. Stark reality, however, is chang- 
ing the thinking and planning of the 
more thoughtful breadwinners, and their 
concern is spreading to more people. 
Union agents must act daily in behalf of 
some of their members because of illness 
or accident. Most employers endeavor to 
offer some type of medical prepayment 
coverage. And although the individual 
worker may not be confronted with a 
$5,000 bill for illness, he knows someone 
whose future is mortgaged because of 
such a catastrophe. 

Credit economy did not generate the 
idea of sickness insurance, although ex- 
tended credit plans accelerated the ac- 
ceptance of the idea and the desire for it. 
Devices for advance payment against the 
costs of disease and injury, however, are 
not new. Long before Bismarck, thought 
by many to be the pathfinder of such 
plans, man strove to find a solution to 
the problem of meeting medical cost. The 
efforts in this regard of Kung Fu Tse of 
ancient China may be cited. 

The most potent and oldest of the se- 


rious efforts of the medical profession to, 


solve the economies of the medical-care/ 
seeking public may be found in the State 
of Washington, where excellent bureaus, 
some of which are now Blue Shield plans, 
arose because a captive medical profes- 
sion shook off the tyranny of an all-pow- 
erful lumber industry. Before the advent 
of the bureaus, a large part of the profes- 
sion in that state was shackled by the 
lumber companies which employed phy- 
sicians and dictated the conditions under 
which treatment could be rendered em- 
ployees and their families. 

The Blue Shield movement was initi- 
ated before World War II by the medical 
profession through the association of a 
number of the nation’s service organiza- 
tions for the purpose of aiding the pub- 
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lic to finance — through prepayment 
methods—the costs of sickness and acci- 
dents. Although the Blue Shield plan was 
inaugurated presumably to avert the 
trend toward socialism in medicine, it 
sometimes has been accused of being so- 
cialistic itself. 

Blue Shield, following the lead of its 
sister organization, Blue Cross, has grown 
beyond all expectations. Thirty million 
Americans now benefit from its provi- 
sions. Many of these beneficiaries would 
be in sore financial straits if they had to 
defray the costs of medical services on a 
postpayment basis. 

As the present size, and the potentials 

of prepayment medical plans were not 
envisaged by the originators of the plan, 
neither was its comprehensive coverage 
foreseen. Blue Shield’s original contract- 
a limited, neat, safe, little package—pro- 
vided the lower income earner, in a 
broadly based group, a strictly controlled 
list of surgical benefits. Cautious planners 
interspersed the benefits with protective 
limitations, abuse controls and overuse 
deterrents. Individual coverage was haz- 
ardous. Medical benefits were the excep- 
tion. Fine print served to sober the sub- 
scriber who had bought in good faith and 
enthusiasm. Regrettably, he became sus- 
picious of the proposal after examining 
the offerings of completely sincere and 
idealistic leaders of the medical profes- 
sion. 

Those leaders soon learned that the 
subscriber was interested in far more 
comprehensive coverage than the original 
plan offered. He did not desire islets of 
protection in a vast sea of risks. He was 
even willing, in a number of instances, 
to sacrifice the traditional free choice of 
physician in order to purchase fuller pro- 
tection for himself and his family. Cer- 
tain closed-panel types of medical service 
organizations operate on this basis, al- 
though where benefits are adequate, the 
American citizen greatly prefers to choose 
his doctor. 

Programs for the prepayment of sick- 


ness costs have grown to such an extent 
that a majority of the public now is 
covered to some degree, in one form or 
another. More than fifty million Ameri- 
cans are subscribers to the hospital bene- 
fits of the many Blue Cross plans. More 
than thirty million Blue Shield bene- 
ficiaries are protected by the 76 con- 
stituent plans for physicians’ services. 
The commercial insurance companies 
underwrite many millions more in a great 
variety of contracts. Closed-panel plans 
embrace approximately two million more. 

Irrespective of the original reasons for 
offering the public facilities for the pre- 
payment of medical costs, the people of 
America have shown that they like to pay 
their own way and that they are ready 
and willing to take advantage of the facil- 
ities offered. Although today’s credit 
economy may have been a factor in stim- 
ulating the vast growth of prepayment 
medical plans, this method of financing 
such costs stands on its own merits as 
good business. 

One of the most popular types of pre- 
payment medical care contracts now be- 
ing offered provides both the Blue Shield 
and the Blue Cross services, in which 
varying degrees of medical and surgical 
coverage are offered by Blue Shield, in 
the name of its sponsoring physicians, and 
a fairly uniform type of hospital coverage 
is offered by Blue Cross for the hospital 
organizations. By and large, these are 
service type plans, which guarantee cer- 
tain medical and hospital services, rather 
than fixed and limited indemnification. 
These are plans in which there is partici- 
pation by the hospital and the medical 
professions, who, alone, can render the 
services guaranteed under the terms of 
the contract. No insurance company can 
promise these services, nor can it promise 
free choice of hospital and physician. No 
insurance company can guarantee more 
than dollar payment on a fixed scale in 
accordance with a table of benefits. 

The effect on medical practice of com- 
mercial insurance companies’ health and 
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accident contracts will not be discussed 
here. Such contracts are agreements be- 
tween the negotiating companies and the 
beneficiaries. ‘They involve the acceptance 
of no responsibility by the hospitals o: 
the physicians, and bind them in no way. 
Physicians and hospitals are fret to bill 
the patients in accordance with their 
usual fees, and they may or may not con- 
sider the reimbursement by the company 
as full payment for services rendered. 
The company is in the field for the pur- 
pose of making a profit, and usually does 
well. 

It is significant that Blue Shield-Blue 
Cross plans are operated on a not-for- 
profit basis. In fact, the actuaries and 
managers of such plans are censured if 
profits are made. 

The impact which this gigantic Blue 
Shield-Blue Cross dual facility has had 
on the practice of medicine was never 
visualized by the originators of the pro- 
gram. 

The original purpose of the program 
was to salvage from the charity clinics, 
and medical pauperism, the low wage 
earner, by enabling him to budget a few 
pennies daily while well, with which to 
defray the cost of sickness sustained later. 
The low income earner was protected 
under this plan but his neighbor in a 
higher income bracket was not. He too 
desired the same protection. Today, Blue 
Shield subscribers embrace a very large 
portion of America’s middle class popu- 
lation, including many executives who 
insist on their right to the same benefits 
as their employees. Consequently the 
number of participants covered is much 
greater than originally anticipated. In 
fact, in the State of Delaware, 70 per cent 
of the populace is covered. In Michigan, 
over 50 per cent hold Blue Shield-Blue 
Cross cards. The sheer weight of numbers 
cannot but affect the practice of medicine 
in a number of ways. 

Another interesting development has 
been the trend toward greater compre- 
hensiveness of coverage which has re- 
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sulted from the public’s desire for greater 
Most early Blue 
Shield plans and commercial insurance 
policies offered only surgical coverage. 
Today, a growing number of plans allow 
home and office visits and other extended 
benefits. Medical coverage while hospi- 
talized is almost universal now. 

Few of the early Blue Shield plans pro- 
vided protection for dependents. When 
such protection was offered, benefits were 
sharply curtailed, in the belief that such 
coverage was actuarially unsound. This 
opinion has largely disappeared. Today 
most negotiators are certain to reject 
contracts which do not include provisions 
for family protection. 

Pioneering plans invariably offered 
only group contracts, as it was believed 
that only by spreading the risk over a 
large and well selected group could some 
control over usage be maintained and 
soundness of the program be assured. 
Subscription drives thrown open to all 
individuals would, it was predicted, result 
in a mass rush for contracts by the lame, 
the halt and the blind, fatally weighting 
the rolls of the plan, while the young, 
robust and well would “stay away in 
droves.” A few hopeful experimenters 
were not convinced that this would be the 
case, and they offered individual con- 
tracts while their finance officers held 
their breath. The predicted cataclysm did 
not take place. Healthy, sound plans 
which provide individual contracts op- 
erate side by side with their group coun- 
terparts. The finance officers and the ac- 
tuaries relaxed and went to work. Not to 
stop leaks or to plug gaps but to plan 
lower premium rates and greater benefits. 
Individual contracts are now being of- 
fered by more and more Blue Shield 
plans. 

The amount and the varied types of 
coverage offered by today’s Blue Shield 
plans are in bold contrast to the sharply 
circumscribed coverage provided by the 
first of such programs. Indigents, migra- 
tory workers, American Indians, the el- 
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derly, college students, represent a few 
of the groups that have proved to be 
natural subjects for the modern flexible 
Blue Shield-Blue Cross contracts. And 
while the officers of a Blue Shield-Blue 
Cross plan negotiate for coverage of the 
employees of a corner corset shop, or 
John Doe and his family, they may simul- 
taneously be negotiating a contract for a 
nation-wide industry employing hundreds 
of thousands of workers. 

The medical profession conceived and 
developed Blue Shield as a means by 
which the public could finance medical 
and surgical costs easily and painlessly. 
In doing so, the profession voluntarily 
took upon itself certain obligations and 
restrictions. It agreed to render specified 
services at fees within a restricted range. 
It accepted the responsibility for the suc- 
cess of the plan, its members underwrit- 
ing losses that might occur. Frankly, the 
inauguration of Blue Shield was an in- 
novation for a profession known to be 
traditionally reactionary. Calamity how]- 
ers within the profession forecast immi- 
nent disaster for all associated with the 
undertaking. 

To be sure medical practice is not the 
same as it once was, and prepayment of 
medical costs has aided in the change. 
But nothing is ever fixed in a changing 
world and all change is not necessarily 
for the worse. 

Let us examine some of these changes. 

There has tended to be a leveling off 
of fees. There is more frankness regarding 
medical charges which formerly, for some 
reason, were a closely and_ jealously 
guarded professional secret. Modern med- 
icine is tending to establish standard fees 
for standard services—a condition ac- 
credited by the establishment of Blue 
Shield plans. In some communities the 
establishment of Blue Shield and the con- 
comitant establishment of standard fees 
has proved embarrassing; largely because 
the fee scale was too low. Blue Shield is 
not cut-rate medicine. Once fee sched- 
ules are established they become known 


and are accepted by insurance com- 
panies, the public, and even courts, as 
standard. It is of little avail to protest 
that they are minimum fees, and that 
they are for low income people. In those 
areas in which Blue Shield plans set un- 
reasonably low fees, resentment on the 
part of the profession resulted and at 
best only grudging support was given by 
physicians through a sense of duty. In 
those communities in which the Blue 
Sh:eld schedule of fees were in some ac- 
cord with the usual fees for the commu- 
nity, enthusiastic endorsement by the 
participating physicians resulted. 

Prepayment medical plans are bring- 
ing about another interesting develop- 
ment—they are causing charity patients 
to disappear. In some communities there 
aren’t enough charity patients to serve as 
teaching material for medical students. 
Former charity patients are now proudly 
paying private patients in the waiting 
rooms of private practitioners. Blue 
Shield and insurance companies have 
enabled them to salvage their self-respect 
and to provide a substantial portion of 
their physician’s incomes. These same pa- 
tients are seeing, on a far more satisfac- 
tory basis, the physicians of their choice— 
often the same physicians who formerly 
served them without recompense. 

If the economic lift of a five cent an 
hour raise to a group of industrial work- 
ers is measurable, a similar economic 
benefit to a community must result from 
the establishment of a Blue Shield-Blue 
Cross prepayment plan. 

Even in communities in which Blue 
Shield payments to physicians fall below 
the norm, many physicians agree that the 
certainty of Blue Shield payments for 
services rendered beneficiaries of the plan 
more than compensates for losses occa- 
sioned by bad accounts and ignored bills. 

Early planners of medical and hospi- 
tal prepayment programs wanted to re- 
move the barriers that existed between 
the patient and his hospital and his phy- 
sician and to establish an easily accessi- 
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ble road between them. In some commu- 
nities they actually constructed a high 
speed four-lane super-highway, devoid 
of any restrictions. Some of those early 
highways or prepayment plans were al- 
most destroyed by the heavy traffic. Phy- 
sicians were confronted with demands of 
patients to be put in the hospital “be- 
cause I need a rest,” or “my wife’s away 
for a while and I don’t cook. Besides you 
can run a lot of tests while I’m in. Don’t 
spare the expense, doctor, I have Blue 
Cross.” Or “don’t order the x-rays while 
I'm up and about—I'd have to pay for 
them. Put me in the hospital, so they'll 
be free.” “These are my rights. I've paid 
for them.” It took physicians and pa- 
tients, alike, a long time to learn that in- 
telligent, not prodigal, use of Blue Shield 
Blue Cross plans, meant greater benefits, 
broader service and more realistic fees. 
Plans in some states have failed because 
they were considered fair game for raids 
and blood letting, rather than a valuable 
asset to patient, hospital and physician. 
Prepayment health insurance has 
placed a third party between the patient 
and the physician. But that party is not 
a government employee. In the case of 
Blue Shield, it is the physician’s own rep- 
resentative, whose purpose is to aid, not 
hinder, the rendering of medical service. 
Blue Shield plans require some paper 
work, but less than is required of insur- 
ance reports. Blue Shield plans also pre- 
sent certain of the annoyances that occur 
when someone outside the physician’s of- 
fice is concerned with the affairs within 
it. But such annoyances are not major. 
Most significant are the public relation 
benefits that have accrued to medicine 
as the result of Blue Shield programs. 
Justly or not, medicine fell into some de- 
gree of disfavor with the public a few 
years ago. The medical profession was 
supposed to be opposed to everything, 
in favor of nothing, and reluctant to take 
leadership in the establishment of medi- 
cal care programs for American families. 
The medical profession answered by es- 
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tablishing Blue Shield. The public then 
began to realize that its physicians were 
concerned over their health problems 
rather than with their pocketbooks. The 
advent and growth of this physician-spon- 
sored facility mark a great turning point 
in medicine’s community-mindedness. 
The acceptance and endorsement of Blue 
Shield by millions of persons have not 
been lost on the medical profession. The 
shape and character of medical practice 
have been altered because of that accept- 
ance. 

Most Blue Shield plans are of the serv- 
ice type. Service is the one major item 
that an organization sponsored by phy- 
sicians can offer. Commercial insurance 
companies can match all other benefits 
with the exception of benefits resulting 
from nonprofit operation. A medical serv- 
ice plan has some of the features of a 
democracy in which there is government 
with the consent of the governed. The 
success of such a plan depends on the 
support of its physicians—those who ren- 
der the services. A Blue Shield plan must 
have the hearty endorsement of its mem- 
ber physicians. It must provide wide and 
realistic protection to its subscribers. It 
must guarantee realistic payments to par- 
ticipating physicians, and its administra- 
tion must interfere as little as possible in 
the normal practice of medicine. 

Physicians have come to accept prepay- 
ment as a reality, and the overwhelming 
majority of the profession endorse it. 
Where there has been opposition to the 
service type of prepayment medical plan, 
the objection usually has been caused by 
the cut-rate or bargain basement type of 
contract offered. The laborer is worthy of 
his hire, and good medical service com- 
mands a fair fee. Prepayment plans are 
established to facilitate payment for med- 
ical service, not to cheapen its quality. 
Control of medical practice must remain 
always in the hands of the physicians and 
the establishment of efficient doctor-spon- 
sored, service-type Blue Shield plans in 
all American communities will strengthen 
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that control. Wary members of the pro- 
fession who visualized a prepayment 
health plan as a bureaucracy which would 
stifle free medical practice now recognize 
that it is an instrument by which they 
may retain control of medical practice, 
and preserve the freedoms which are so 
essential in good medical care. 

The ready acceptance by the public of 
the offerings of the medical and hospital 
professions suggests that thus far the sur- 
face has been little more than scratched. 
With a perfectly straight face, a former 
Blue Shield executive has set up business 
in Southern California to underwrite 
prepayment veterinarian service for the 
domestic pets in that area. Those who 
claim that medicine, in establishing Blue 
Shield plans, has unlatched Pandora’s 
box must be shown that actually medi- 
cine has rubbed Aladdin’s lamp, and that 
an obedient genie awaits the wishes of 
the profession to serve the public more 
effectively. 

To date, the genie of the lamp has done 
little more than idly flex his muscles. His 
full strength can only be imagined. Not 
endowed with selfish interests nor ulte- 
rior motives, he exists to serve his masters. 
Whether he succeeds or fails depends on 
his directors. 

The practice of medicine must always 
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be kept on a pers sal basis. It must be 
kept on an individual, and a voluntary, 
basis. It must always be conducted on the 
basis of public service and with an under- 
standing of the needs and desires of the 
public. 

If dentistry, medicine’s allied profes- 
sion, wishes to explore the possibilities of 
a prepayment dental care program, there 
is a wealth of experience, gleaned by med- 
icine, available for guidance. Dentistry 
can follow the pathway which medicine 
has had to cut through the unblazed 
jungles of inexperience. Indeed, dentist- 
ry may even be saved from making some 
of medicine’s outlandish excursions into 
impassable territory. The outlandishness 
of some of these excursions is obvious now 
that broader, straighter roads have been 
established; therefore, it is hoped that 
dentistry will be tolerant when it follows 
in medicine’s tracks. 

Should dentistry find a place in its 
practice for a prepayment plan, and I 
see no reason why it should not, members 
of the dental profession must realize that 
the public wants such a plan—provided 
it is just and fair and efficient—and that 
it can be made just and fair and efficient 
by the application of hard work and 
sound principles. 

2299 Nineteenth Avenue 


DENTAL HEALTH CARE PROGRAMS FOR THE HANDICAPPED CHILD 
C. R. Castaldi, D.D.S., M.S.D., Indianapolis 


The introduction of the antibiotics and 
the development of new surgical technics, 
especially within the last decade, have 
greatly increased life expectancy. These 
and many other recent advances in the 
health sciences have had their most pro- 
found effect on the lives of children, 
especially those with severely handi- 
capping conditions. 

Formerly, the dental health problems 
of such children were of little or no con- 


cern because their life expectancy was 
short. With many of them now living 
comparatively normal lives, however, the 
dental profession is faced with the new 
responsibility of providing necessary den- 
tal services for these children. This re- 
sponsibility should not be carried solely 
by those who have a special interest in 
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the problem or who have had special 
training to deal with it. A survey of the 
statistics' on the number of these handi- 
capped children reveals that this is a 
major dental problem which must be 
shared in part by all dentists. 

In the United States there are approxi- 
mately 800,000 people under 21 years of 
age with heart disease, either congenital 
or caused by rheumatic fever. Perhaps in 
no other field of modern medicine is 
there more reason for optimism than in 
the treatment of these patients. Several 
recent reports:* have indicated that re- 
current attacks of rheumatic fever, a most 
perplexing problem in the past, can be 
eliminated almost completely by properly 
instituted antibiotic therapy. Successful 
cardiac surgery*® for the relief of 
cyanotic congenital heart disease is being 
performed daily throughout the country. 
Although the majority of these patients 
can withstand routine dental procedures, 
there is often some hesitancy on the part 
of the family dentist to institute them 
because of lack of knowledge of certain 
aspects of the disease and the medical 
management thereof. 

In the care of the handicapped child, 
the most perplexing problem for the den- 
tist is the rendering of adequate service 
for the patient with cerebral palsy. Not 
only do these patients exhibit very poor 
muscular control but, in addition, many 
of them are mentally handicapped. Some 
of these patients have only mild involve- 
ment, and their dental treatment presents 
little or no problem for the family dentist. 
Usually, however, some postgraduate or 
graduate training is required before the 
dentist can master the various technics 
needed to treat all of these patients suc- 
cessfully. There are approximately 300,- 
000 persons in the United States under 
21 years of age with cerebral palsy. 

Very close behind in numbers are the 
approximately 275,000 children with 
epilepsy, many of whom present as com- 
plicated a dental treatment problem as do 
the patients with cerebral palsy. 
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One of the handi- 
capped with which the dental profession 
has always been closely associated is the 
cleft lip and palate. Long-term research 
programs still being conducted®* seem to 
indicate that the time has come for re- 
evaluating the dental needs of these pa- 
tients, especially with regard to the role 
of the general practitioner, orthodontist, 
prosthodontist and pedodontist in the 
treatment of preschool age children with 
varying types of clefts. 

Sizable numbers of the population are 
also afflicted with many other forms of 
severely handicapping conditions such as 
congenital or acquired deafness and 
blindness, blood dyscrasias as in hemo- 
philia, severe developmental facial dis- 
harmonies, and complicated orthopedic 
problems such as those resulting from 
muscular dystrophy and poliomyelitis. 

When the entire problem of the handi- 
capped is considered, it becomes clear 
that most people are handicapped 
some small way. The degree of handicap 
is the all-deciding factor as to whether a 
person can compete on a fairly even basis 
with other members of society. At one 
time it was felt that the severely handi- 
capped should be literally isolated from 
society. This philosophy is changing, 
however, and the severely handicapped 
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are becoming accepted as part of society. 
Therefore, the ultimate goal of the dental 
profession should be to care for most of 
these patients routinely in private dental 
offices. At present, many dentists are not 
able todo this, however, because of lack 
of knowledge of certain aspects of treat- 
ment. Until the dental profession is well 
versed in treatment methods, there must 
be a period of education which may mean 
that many of the handicapped will have 
to be cared for in dental treatment cen- 
ters. After several years, when more in- 
formation is available and more of the 
dental profession is trained to work with 
these patients, however, a decentraliza- 
tion process should take place. 

The dental health care of these patients 
involves many problems which may take 
a considerable number of years to over- 
come. Information received from the 
Division of Dental Public Health of the 
United States Public Health Service re- 
vealed that in a few areas, fairly adequate 
dental health care is available for all 
types of handicapped children. In others, 
because of the excellent work of certain 
private organizations such as United 
Cerebral Palsy and the American Heart 
Association, special attention is being 
given to one particular type of handicap.® 
In many places, however, very little serv- 
ice is available, and adequate programs 
are as yet only in the planning stage. 
It appears that there are many individual 
but uncoordinated efforts being made. 
It is necessary, therefore, to bring into 
focus all of the many factors intimately 
involved in the problem. Also suggestions 
can be made as to how these facilities and 
organizations can be most effectively 
utilized and coordinated to obtain the 
best possible result. These factors, facili- 
ties and organizations can be listed as 
follows: 

1. Education and physical facilities. 

2. Service organizations. 

3. State and local dental societies and 
dental divisions of state departments of 
public health. 


4. National dental organizations (in- 
cluding national dental specialty groups) . 


EDUCATION AND PHYSICAL FACILITIES 


By far the most important problem is the 
educating of the members of the dental 
profession so that they are able to provide 
the necessary treatment. Despite the un- 
tiring efforts of morally motivated lay- 
men who are helping to institute a pro- 
gram of dental health care for handi- 
capped children, the programs will 
flounder unless trained personnel is avail- 
able. The problem of education is pri- 
marily the responsibility of the dental 
schools. There is general agreement that 
an adequate teaching program should be 
centered around a clinic located in a 
children’s hospital.'° How far the dental 
schools have come along these lines was 
indicated in a report by the pedodontic 
section of the American Association of 
Dental Schools in 1954." It revealed that 
only 16 out of 46 schools have such a 
program in operation. Among those 
schools which reported an absence of 
such a program, many replied that there 
was a genuine interest in the subject but 
that lack of qualified teaching personnel 
and proper hospital facilities had to be 
overcome before programs could be 
started. 

Where these problems are not insur- 
mountable, there should be no hesitation 
in initiating a program of service and 
training. An example of such a program 
that is now in operation is the one at the 
Indiana University School of Dentistry. 

The director of the program should 
have a full time faculty appointment and, 
ideally, should be someone who has had 
considerable hospital training, preferably 
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pedodontic programs in hospitals. J. D. Educ. 19:20! 
May 1955. 
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in the pedodontic field. The physical 
plant should be in a children’s hospital 
where adequate facilities are available for 
treating out-patients and _ in-patients, 
where complete medical records are 
available, and where consultation with 
the medical staff is easily and quickly ob- 
tainable. 

The training program should consist of 
internships or formal graduate programs; 
also, there should be some arrangements 
for undergraduate teaching. Since there 
is a growing need for well trained per- 
sonnel to provide special dental service for 
children, it seems fairly obvious that a 
major portion of the clinical program in 
pedodontic specialty training should be 
devoted to dental care for the handi- 
capped child. An effective postgraduate 
program might consist of part-time par- 
ticipation in the clinical activities by prac- 
ticing dentists who do not have the time 
or the desire to undertake a complete 
graduate program but who may spend a 
day or a half day per week carrying out 
treatment at the treatment center. There 
should be a lecture or seminar series at 
the undergraduate level. This might con- 
sist of a review of the medical problems 
associated with the various handicapping 
conditions and show the relationship of 
these medical problems to necessary den- 
tal care. Every effort should be made to 
have the undergraduate participate in the 
clinical treatment program. 

Children representing all varieties of 
handicap should be treated. Since the 
technic of providing dental care for the 
cerebral palsied child is especially chal- 
lenging,’* considerable emphasis should 
be placed on its study. 

From the outset of a new program, 
unless a considerable amount of time is 
deveted to caries prevention education, 
the clinic schedule will be overwhelmed 
because of the recurrent caries problem. 

Several treatment centers may be re- 
quired depending on the population of 
the state. The second or third centers 
probably will develop out of the training 


VOLUME 52, JUNE 1956 © 673 


program of the first. In states where there 
are both private and state schools, the 
program need not be limited to the state 
school if the private school has the facili- 
ties and the intention of sponsoring its 
own program. It should be remembered 
that the problem of education is a major 
one and that 65 per cent of all dental 
graduates are from private schools. 

There is some difference between a 
teaching program concerned with the 
care of handicapped children and the 
regular clinical teaching program of most 
dental schools. In the regular clinical 
program, the service rendered is sec- 
ondary to the teaching of students. In 
setting up a dental service for handi- 
capped children and a teaching center, 
this situation is almost reversed. Under 
such circumstances, it would seem per- 
missible to solicit assistance from service 
organizations for the support of such a 
program, both for research and fellow- 
ship purposes, and perhaps even for the 
operational costs. 

One of the important functions of the 
treatment center is to serve as a screen- 
ing center. Since much of the treatment 
can be carried out at the local level, the 
director of the clinic should become ac- 
quainted with the dental profession 
throughout the state. This is necessary so 
that a good referral service can be set up 
to handle the less complicated problems, 
and also for follow-up treatment and re- 
call examinations of patients who have 
had the major portion of their dental 
needs cared for at the center. 

Since this new responsibility comes at a 
time when the average dentist is already 
overworked, it seems evident that greater 
attention should be given to determining 
how the profession can provide more 
service per dentist. This also may be the 
problem of the educators and should be 
studied to find more efficient methods of 


2. Album, M. M. Operative dentistry under general 
synesthesia for difficult patients. J. Den. Children 20:/57 
4th quart., 1953. 
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using greater numbers of auxiliary per- 
sonnel. 


SERVICE ORGANIZATIONS 


The most outstanding example of a serv- 
ice organization that is making a signifi- 
cant contribution toward the problem of 
the handicapped child is United Cerebral 
Palsy. For some time this organization 
has been concerned with promoting den- 
tal services for children with this handi- 
cap. Large sums of money have been 
contributed for the purchase of equip- 
ment, for the establishment of short 
courses on the care of the children and 
especially for long-term training pro- 
grams. This organization has the utmost 
confidence in the dental profession, and 
it remains for those who are planning 
programs to contact the regional director 
of United Cerebral Palsy and state their 
particular problem. Other examples of 
such organizations are the various state 
affiliates of the American Heart Associa- 
tion, the national Multiple Sclerosis So- 
ciety and the Muscular Dystrophy Asso- 
ciation. 


STATE DENTAL SOCIETIES 
AND STATE DENTAL DIVISIONS 


Thus far only the ideal situation has been 
considered; that is, a program which 
would have its beginning in a state where 
there is a dental school which is, or could 
be, closely associated with hospital facili- 
ties. Since all states do not have these 
facilities, it would seem that the re- 
sponsible group who might initiate an 
organized program of service is the state 
dental society. A committee could be 
formed to study the problem and meet 
with the dental staff member of the offi- 
cial state health agency so that recom- 
mendations can be made. 

No procedure could possibly be out- 
lined that would work in every situation 
since local problems vary. However, a 
source of information which is to be 
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highly recommended for preliminary 
study by those planning a program is a 
series of Guides on Desirable Practices 
in Community Programs for Children 
with Handicapping Conditions currently 
being issued, after several years of very 
careful study, by the American Public 
Health Association. 

One of these guides, entitled Dento- 
facial Handicaps," lists certain points of 
reference which could be used for the 
whole problem of dental care for the 
handicapped. The guide points out that 
there should be a statement of the pur- 
pose, objectives, and scope of the pro- 
gram; a sequence of steps to be taken to 
make services effective; decisions as to 
the number, type, and qualifications of 
personnel needed, and where funds could 
be obtained. It would be helpful if in- 
formation was available on the number 
of handicapped children in a given area, 
but this may be difficult to obtain. Other 
factors that should be considered are: 

1. The role of groups and individuals 
concerned, such as lay and professional 
advisory committees, official and volun- 
tary agencies such as the crippled chil- 
dren’s services within the state and pri- 
vate service organizations, practicing 
dentists, dental specialists and physicians, 
and parent groups. 

2. How existing services, facilities and 
community resources could best be used. 

3. Where new facilities would be 
placed, and whether additional hospital 
beds might be needed. 

4. Legislative action that might be 
needed to secure the best program. 

5. Methods of establishing eligibility, 
fees and rates. 

6. Extent of services to be offered and 
standards to be met. 

It will be found that it is impossible to 
take into consideration all of these details 


13. Committee on Child Health, American Public 
Health Association. Services for children with dento 
facial handicaps. New York, American Public Health 
Association, 1955 
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at the beginning of a program. As a pro- 
gram develops, many of the problems can 
be dealt with when the need arises. It 
may be well to emphasize, however, that 
a program should start on a small scale, 
perhaps even with a minimum of pub- 
licity. A good program develops from 
within, and its successful growth depends 
entirely on the enthusiasm of those who 
are directing it. It may well be that in 
the beginning there will be individuals in 
certain positions of authority who will 
look on the program with a great deal of 
skepticism and perhaps even provide a 
little opposition. If the service develops 
along sound lines, these same people 
are quite likely to become its best sup- 
porters. 

A very important responsibility of the 
local and state dental societies is the de- 
termination of suitable fees for this type 
of service. It should be realized that par- 
ents or guardians of a severely handi- 
capped child in most instances spend 
large sums of money for medical treat- 
ment long before the child’s dental needs 
are ever considered, Consequently, when 
dental health care is found to be neces- 
sary, many families, even of fairly ade- 
quate income, have depleted what finan- 
cial reserves they have and are forced to 
look for assistance from crippled chil- 
dren’s services within the state. The prob- 
lem of economics is further complicated 
by the fact that very few health insurance 
programs will cover dental care for a 
severely handicapped child who requires 
hospitalization. 

As pointed out previously, all of the 
children cannot and need not be treated 
at the central treatment center. If a pro- 
gram is to be complete, the cooperation 
of local practicing dentists is necessary. 
Many times, however, the local dentist is 
discouraged from assisting in the program 
not only because of the difficulty of the 
treatment but because of fee schedules 
that were set ten or more years ago when 
the philosophy of treatment as well as 
economic conditions differed consider- 
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ably from that of today. These problems 
are of necessity the responsibility of state 
and local societies, and it cannot be 
emphasized too strongly that a survey of 
fees for this type of service at the local 
level should be made early in the develop- 
ment of a new program. 

Many children with clefts of the lip 
and palate and many with other develop- 
mental facial handicaps are not receiving 
specialty care because the specialty groups 
within the state have not set up fee sched- 
ules for wholly or partially indigent pa- 
tients. The Orthodontic Society of New 
York State is to be commended for its 
work in attempting to solve this prob- 
lem.** 

The last item for which state dental 
societies and dental divisions of state 
public health departments should con- 
cern themselves with is the arranging of 
clinical programs at state and local pro- 
fessional meetings so that newer methods 
of treatment for the handicapped can be 
described. 


NATIONAL DENTAL ORGANIZATIONS 
AND SPECIALTY GROUPS 


The primary responsibility of the na- 
tional dental groups is to bring to the 
attention of all members the fact that 
the dental needs of the handicapped con- 
stitute a new and growing problem. 

There are, however, certain specific de- 
tails which require attention at the 
national level. The problem of severely 
handicapped children who require hos- 
pitalization for dental services should be 
studied so that a sound policy can be 
formulated and presented to the various 
health and hospital insurance programs 
now in operation. 

Also, the various dental specialty 
groups should include specific reference 
to the problems of the handicapped in 


14. Bushel, A., and Ast, D. B. A rehabilitation pro 
ram for the dentally physically handicapped child 
m. J. Pub. Health 43:1156 Sept. 1953 
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their board requirements, since it is the 
members of these groups who will be re- 
sponsible for the treatment of the more 
difficult cases. 

Finally, since children have a peculiar 
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habit of becoming adults, it may be 
necessary within a short time for the na- 
tional organizations to concern them- 
selves with the dental health needs of the 
handicapped adult population. 


THE RICHMOND-WOONSOCKET STUDIES 
ON DENTAL CARE SERVICES FOR SCHOOL CHILDREN 


George E. Waterman, D.D.S., Washington, D.C. 


Dental care study projects were under- 
taken in Richmond, Ind.,"? and in 
Woonsocket, R. I.,*\* in order to throw 
light on the problem of accumulated and 
maintenance dental needs of school chil- 
dren. The study sites were selected pri- 
marily on the basis of relative population 
stability, the availability of an adequate 
number of school children, and the in- 
terest of the local school officials and 
state and local dental societies. Initiated 
in 1946, these long-term studies were co- 
operatively carried out by the two cities 
involved, the Rhode Island and Indiana 
State Health Departments, and the Pub- 
lic Health Service. 

The conduct of the studies in these 
widely separated communities afforded 
an opportunity for comparing regional 
differences in dental needs and resources, 
as well as methods for bringing them into 
balance. Dental caries experience in 
Woonsocket was one third greater than 
in Richmond, and missing tooth rates al- 
most twice those in Richmond. The two 
school populations, however, had received 
about the same amount of dental care 
in relation to need prior to the inception 
of the projects. The studies consisted of 
four consecutive treatment series, each 
of which included an examination, a pro- 
phylaxis, topical fluoride applications, 
and the treatment of all dental defects, 
exclusive of orthodontic therapy. Eligi- 
bility for participation in these projects 
was extended to all school children en- 


rolled in kindergarten through the ninth 
grade of public and parochial schools, 
provided that care was requested by a 
parent or guardian. 

The major objectives of these studies 
were threefold: (1) to determine the ini- 
tial dental care needs of two typical 
school populations, as weil as the time 
and personnel required to service these 
needs; (2) to measure the time and per- 
sonnel required to treat the subsequent 
annual increment of dental defects on a 
maintenance basis; and (3) to demon- 
strate whether or not a close and efficient 
partnership between the dentist and an 
adequately trained auxiliary personnel 
can expand significantly the output of 
high quality dental care. 


FACILITIES AND PERSONNEL 


Dental clinics were set up in practically 
all elementary and junior high schools 


Dental director, chief dental officer, U. S. Coast 
Guard. 

1. Waterman, G. E., and Knutson, J. W. Studies on 
dental care services for school children—first and second 
treatment series at Richmond, Indiana. Pub. Health Rep. 
68:583 June 1953. 

2. Waterman, G. E., and Knutson, J. W. Studies on 
dental care services for school children—third and 
fourth treatment series at Richmond, Indiana. Pub. 
Health Rep. 69:247 March 1954. 

3. Low, Frank E.; Johnson, Carl E., and Knutson, 
J. W. Studies on dental care services for school children 
—first and second treatment series at Woonsocket 
Rhode Island. Pub. Health Rep. 68:1192 Dec. 1953. 

4. Law, Frank E.; Johnson, Carl E., and Knutson 
J. W. Studies on dental care services for school childrer 
—third and fourth treatment series at Woonsocket 
Rhode Island. Pub. Health Rep. 70:402 April 1955. 
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Although an occasional clinic was housed 
in a classroom, the general rule was for 
the school authorities to provide attrac- 
tive clinics with good lighting and venti- 
lation. The equipment was transported 
from clinic to clinic according to the 
staff’s itinerary. Two to four clinics were 
in operation throughout the school sys- 
tems on a year-round basis. 

Staff personnel for the Woonsocket 
project included 4 to 7 dentists, 2 dental 
hygienists, 1 follow-up worker, | secre- 
tary, and 3 clerks. The Richmond staff 
included 3 to 5 dentists, 1 health educa- 
tor, 1 secretary, and 1 dental hygienist. 
In both instances an average of 11/2 den- 
tal assistants was provided each dentist. 
In addition each dentist had the use of 
two complete dental units. In-service 
training was furnished the staff in various 
phases of pedodontics and in the efficient 
use of auxiliary personnel. 


CLINIC ROUTINE 


Complete dental examinations were per- 
formed with a no. 4 plain mouth mirror 
and sharp no. 5 double-end explorer. If 
the precise diagnosis was in doubt, roent- 
genograms were used. The following in- 
formation was recorded during each 
treatment series: 

Number of deciduous and permanent 
teeth erupted and unerupted. 

Number of teeth missing because of ex- 
traction. 

Number of teeth indicated for extrac- 
tion. 

Number of roots remaining. 

Number of unfilled carious teeth and 
the surfaces involved. 

Number of filled teeth and the surfaces 
restored. 

Teeth recorded as carious were those 
which showed actual cavities, no matter 
how small, as well as deep pits and fis- 
sures in which the explorer penetrated 
with pressure and then resisted removal. 
Also designated as “carious” were pre- 
viously filled teeth which required addi- 
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tional filling at the time of examination, 
as well as teeth indicated for extraction. 

A dental assistant recorded the infor- 
mation on the record cards in code to 
facilitate transfer of the data to punch 
cards for subsequent processing and 
analysis. A serial number was assigned 
to each child for the duration of the 
study project. A master card index sys- 
tem was maintained to simplify reference 
to a child’s previous dental record. 

Once the examination had been com- 
pleted, clinical treatment was provided 
to all children whose parents had signed 
consent slips. During treatment the chil- 
dren received chairside instruction in oral 
hygiene. The types of treatment included : 

Permanent fillings (amalgam and sili- 
cate cement). 

Restoration of fractured anterior teeth, 
with full and partial crowns. 

Roentgenograms as required during 
treatment. 

Vital partial pulpectomies of perma- 
nent and deciduous teeth. 

Root canal therapy of permanent an- 
terior teeth. 

Extractions. 

Treatment of periodontal diseases. 

Prophylaxis. 

Topical fluoride applications. 

Polishing of fillings. 

The amount and type of treatment 
given each child was noted on the record 
cards. Each dentist and dental hygienist 
recorded all of their clinical services on 
daily work sheets. At the end of each 
ten day working period, these sheets were 
combined in a biweekly report showing 
an accurate running account of services 
performed during the study project. 

Since the majority of dental defects in 
any group of children results directly 
from dental caries, this report is con- 
cerned principally with caries prevalence 
in two widely separated communities, and 
the treatment services required to correct 
carious defects and maintain good oral 
health. In each community an average of 
some 85 per cent of the children received 
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complete care in each of the four series. 
This represented an average per treat- 
ment series of 4,800 children in Rich- 
mond and 5,100 in Woonsocket. Ap- 
proximately 6 per cent of the children 
received routine care from their private 
dentists, approximately 10 per cent did 
not receive care from any source 


INITIAL TREATMENT SERIES 


Baseline data from the first series reveal 
the following comparative dental status 
at the start of the projects. 

Children with one or more decayed 
permanent teeth: Richmond, 75 per 
cent; Woonsocket, 84 per cent. 

Children with one or more missing 
permanent teeth: Richmond, 13 per 
cent; Woonsocket, 22 per cent. 

Children with one or more filled per- 
manent teeth: Richmond, 17 per cent; 
Woonsocket, 20 per cent. 

Inasmuch as caries of the deciduous 
teeth had begun to occur before the ma- 
jority of the kindergarten and first grade 
children entered the clinic program, a 
lifetime accumulation of dental defects in 
this dentition was in need of repair. Since 
the duration of the studies was limited, it 
was mutually agreed that the permanent 
teeth should have priority in treatment, 
thus reducing their mortality rate to a 
minimum. Restorative treatment for de- 
ciduous teeth was therefore limited and 
selective. There was a noticeable increase, 
however, in the amount provided and a 
reduction in the rate of decayed decidu- 
ous teeth as the studies progressed. For 
example, the average seven year old at 
Richmond initially had five decayed de- 
ciduous teeth, with only 9 per cent of 
the group having filled teeth. Five years 
later in the same age group, there was an 
average of approximately two decayed 
teeth, with 43 per cent of the group hav- 
ing filled teeth. 

The larger number of children treated 
at Woonsocket with a slightly higher 
prevalence rate of decayed teeth, plus the 
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fact that the average annual increment 
was approximately 1 tooth per child 
greater, is reflected in the time required 
to complete treatment of the first series. 
During the 30 months it took to complete 
the initial series at Woonsocket, an aver- 
age of 3 hours and 18 minutes of the den- 
tist’s time was required to complete treat- 
ment for each child, compared with an 
average of 2 hours and 52 minutes in a 
24 month period at Richmond. An aver- 
age of better than two permanent and 
deciduous teeth were treated per dentist 
man-hour in the first series, of which an 
average of 1% permanent teeth were 
filled. 


MAINTENANCE TREATMENT SERIES 


The first treatment series was devoted 
exclusively to the correction of accumu- 
lated dental defects. The subsequent series 
represented, therefore, a periodic, or 
maintenance, servicing of accruing den- 
tal defects plus caring for the continuing 
backlog of dental needs occasioned by 
the new enrollment of children in school 
during each series. For example, in Woon- 
socket during the third treatment series, 
1,123 children, or 23 per cent of those 
receiving clinic care, were newly enrolled 
children. Somewhat lower proportions of 
newly enrolled children characterized 
each succeeding treatment series at Rich- 
mond. 

The proportion of children with one or 
more decayed permanent teeth decreased 
approximately 25 per cent among the 
groups cared for in the clinics during 
the last three treatment series. This de- 
crease would have been considerably 
greater, no doubt, had it not been for 
the influx of children who enrolled for the 
first time during the second, third, or 
fourth treatment series. The reduction 
in prevalence of dental defects is exem- 
plified by the fact there were 12,000 
fewer decayed permanent teeth in the 
fourth series at Richmond than there 
were in the first series, even though 
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Treatment Series 


Fig. 1 * Children ages 5 to 16 treated annually 
per dentist. Four treatment series, Richmond, 
Ind 


nearly 400 more children were treated 
in the final series. 

The continued reduction of the num- 
ber of permanent teeth indicated for 
extraction reflected the regularity of com- 
plete care during the four treatment se- 
ries. At Richmond, extraction was indi- 
cated for one eighth as many permanent 
teeth during the fourth treatment series 
as during the initial series. At Woonsocket 
the comparable figure was one tenth. The 
average number of missing permanent 
teeth per child was reduced by approxi- 
mately one half. Here again, these figures 
were influenced by the influx of new 
children subsequent to the initial series. 

With the exception of those of new 
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Fig. 3 * Dental man-hours per completed 


case (patients aged 5 to 16). Four treatment 
series, Richmond, Ind. 


Treatment Series 


Fig. 2 * Children ages 5 to 16 treated annually 
per dentist. Four treatment series, Woonsocket, 


patients, permanent teeth required only 
maintenance care during the last treat- 
ment series. The influence this exerts on 
the patient load per dentist for which 
completed services could be provided an- 
nually was evident from the fact that an 
average of 1,343 and 848 children per 
dentist at Richmond and Woonsocket re- 
spectively had their work completed on 
an annual basis during the final treat- 
ment series, compared to only 530 and 
384 children during the initial series 
(Fig. 1 and 2). 

An average of 2 hours and 50 minutes 
of dentist-time per patient to complete 
care was required at Richmond during 
the initial series compared to only 45 
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Fig. 4 + Dental man-hours per completed case 
(patients aged 5 to 16). Four treatment series, 
Woonsocket, R.1. 
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Fig. 5 * Per cent of children with given numbers of decayed 
teeth and filled teeth, first and final examinations, Richmond, 
Ind 
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Fig. 6 * Per cent of children with given numbers of decayed 
— and filled teeth, first and final examinations, Woonsocket, 
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Fig. 7 * Per cent of children having DMF and per cent having 
filled permanent teeth, first and final examinations, Woonsocket, 


R.I.; selected ages 


minutes during the final treatment series 
Fig. 3). Comparable reductions of den- 
tal man-hours per patient to complete 
care occurred at Woonsocket (Fig. 4). 
Again, the figures include the time re- 
quired to care for the backlog needs of 
newly enrolled children who had not been 
treated previously in the program. 


RESULTS 


To judge the influence of the programs on 
the prevalence rates of dental defects on 
school populations, all children were re- 
examined at the conclusion of their 
fourth series of treatment. The increased 
frequency of filled teeth as a result of 
regular care is well illustrated in the fre- 
quency distribution of 11 year old Rich- 
mond children with given number of de- 
cayed and filled teeth (Fig. 5). This 
group is selected inasmuch as at the time 
the study started these children were six 
years of age. Dental care of the perma- 
nent teeth of this group had thus been 
available from their time of eruption. 


In the first examination, approximately 
three fifths of these Richmond children 
had from | to 5 decayec teeth and one 
fifth had a similar number of filled teeth. 
The proportions had shifted by the final 
examination to 25 per cent with | to 5 
decayed and 71 per cent with 1 to 5 
filled teeth. Similarly, for children with 6 
to 10 filled teeth, the proportion rose 
from 2.5 to 18 per cent in the five-year 
period, while 11 year olds with 6 to 10 
decayed teeth decreased from 25 per cent 
to 2 per cent during the study period. 
Similar observations were noted among 
11 year old children in Woonsocket, ex- 
cept for a somewhat larger proportion of 
children with carious teeth in the final 
examination (Fig. 6). 

A comparison of the number of Woon- 
socket children with filled teeth (Fig. 7) 
before and after the study presents fur- 
ther evidence of the tremendous back- 
log of dental defects that had accumu- 
lated in a group of children 5 to 16 years 
of age and the degree of success attained 
in correcting those defects. For example, 
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Fig. 8 * Per cent of children having DMF and per cent having 
filled permanent teeth, first and final examinations, Richmond, 


Ind.; selected ages 


85 per cent of the seven year old children 
had DMF teeth initially, but only 6 per 
cent had filled teeth. Seven years later, 
47 per cent of the same age group had 
filled teeth. Although all of the 15 year 
old children had DMF teeth when first 
examined, only 54 per cent had filled 
teeth compared with 98 per cent at the 
conclusion of the study. The average 15 
year old had almost 12 carious teeth and 
only 214 filled teeth, compared with 314 
carious teeth and more than 11 filled 
teeth at the conclusion of the program. 
Here again, the prevalence rates of cari- 
ous teeth were influenced considerably by 
the influx of new children and by the fact 
a certain number of children refused den- 
tal care from any source, or simply failed 
to have necessary treatment completed. 
The proportion of Richmond children 
with DMF teeth before and after the care 
programs was somewhat less than in 
Woonsocket (Fig. 8). 

The unmet dental care needs that ex- 
isted initially in the school population at 


Richmond and Woonsocket were prac- 
tically all corrected in the periods covered 
by the studies (Fig. 9, 10). The decayed 
teeth found in the final examination were 
in those children who did not partici- 
pate in the clinic program, or in those 
for whom it was impossible to complete 
treatment. 


AUXILIARY PERSONNEL 


One and one half dental assistants per 
dentist was determined to be the opti- 
mum ratio in the Richmond-Woonsocket 
studies. There is yet no precise measure 
of the increase in service capacity which 
results from efficient utilization of auxil- 
iary workers. In surveys conducted by 
Klein® and by Moen® it was estimated 


5. Klein, Henry. Civilian dentistry in war-time. 
J.A.D.A. 31:648 May |, 1944. 
6. American Dental Association, Bureau of Economic 


Research and Statistics. The 1950 survey of the dental! 
profession. Ill. The dentist's work week. JADA 
41:503 Oct. 1959. 
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Fig. 9 * Dental caries prevalence in permanent teeth, patients aged 5 to 16, first and final 


examinations, Richmond, Ind. 
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Fig. 10 + Dental caries prevalence in permanent teeth, patients aged 5 to 16, first and final 
examinations, Woonsocket, R_I. 
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that the patient load per dentist could be 
increased from 33 to 75 per cent through 
the use of trained assistants. It was the 
general consensus among the dental offi- 
cers assigned to the Richmond-Woon- 
socket studies that such estimates were 
conservative. Continual and concerted 
effort on the part of dentists and assist- 
ants to develop effective teamwork re- 
sulted in a large volume of high-quality 
dental care performed in a minimum 
amount of time. 


CONCLUSION 


The Richmond-Woonsocket dental care 
programs have provided a large volume 
of accurate prevalence and performance 
data, all of which again confirm the 
observation that the basic problem of 
correcting the carious defects among 
school children is that of caring for the 
annual increment. The care programs 
were well received in their respective 
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cities. School personnel were particularly 
receptive and cooperative. The programs 
afforded an opportunity for a large seg- 
ment of the school population to receive 
much needed and complete dental care 
with a minimum loss of time from class- 
room activities. At the same time, absen- 
teeism as a result of dental emergencies 
was reduced to practically zero. The pro- 
grams, in addition to rehabilitating the 
mouths of most of the school children in 
the respective communities, no doubt in- 
fluenced a considerable number to pur- 
sue a regular dental care program with 
their individual dentists after the studies 
were concluded. Finally, the care pro- 
grams provided an opportunity for a 
sizable representation of the dental pro- 
fession to observe methods of utilizing 
trained auxiliary personnel. Through such 
utilization, significantly more dental care 
services per dentist were achieved, thus 
extending a health service to a greater 
proportion of a child population. 


INTERNATIONAL LONGSHOREMEN’S AND WAREHOUSEMEN’S UNION 
PACIFIC MARITIME ASSOCIATION HEALTH AND WELFARE FUND 
DENTAL HEALTH CARE PROGRAMS FOR CHILDREN: 
A PROGRESS REPORT OF THE FIRST YEAR’S ACTIVITY 


John I. Ingle, D.D.S., M.S.D., Seattle 


All too frequently individual dentists and 
dentistry have been the recipients of ver- 
bal abuse emanating from organized 
groups, as well as from the various levels 
of government. Members of the profes- 
sion have often been characterized as 
troglodytes living deep in the caves of re- 
action. Unfortunately, the reactionary 
label has accurately described the profes- 
sional groups on more than one occasion. 
This situation has been allowed to devel- 
op because a few geographic components 
of the professional organizations have not 
felt the pulse of the changing social struc- 
ture. More important, these groups have 


not kept the pace set by the American 
Dental Association Council on Dental 
Health and the Central Office of the As- 
sociation. This is the record! Fortunately, 
this attitude is gradually changing so that 
today dental societies are willing, even 
eager, to discuss dental-social problems 
with interested groups. 

Within the past year a warm feeling of 
accomplishment has permeated the ranks 
of the West Coast dental profession with 
the establishment of a dental care plan 


Associate professor of dentistry, University of Wash 
ington School of Dentistry. 
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for children. Eighteen months ago we 
were presented with a severe socioeco- 
nomic problem. Within half this time, the 
profession proved that facing its responsi- 
bilities produces far better results than 
an ostrich-like, do-nothing attitude. This 
all began in May of 1954 when represent- 
atives of the Trustees of the Interna- 
tional Longshoremen’s and Warehouse- 
men’s Union-Pacific Maritime Associa- 
tion Welfare Fund approached various 
Pacific Coast component dental societies 
with a novel plan for a pilot program of 
dental care for the children of longshore- 
men. 


PROGRAM DEVELOPMENT 


The evolution of this scheme and its ac- 
tual culmination in our dental offices is 
well worth relating. A description of the 
program from its inception was given in 
a recent address by Mr. George Oldham, 
secretary of ILWU Local 19.! 

Mr. Oldham stated, 


Our dental program is part and parcel of our 
over-all welfare program. The contract, nego- 
tiated in 1948 between the International Long- 
shoremen’s and Warehousemen’s Union on the 
one hand and the Pacific Maritime Association 
on the other, embraced the principle of a 
welfare fund to be administered for the benefit 
of longshoremen . . . and their families in the 
securing of various health services, as such 
services could be procured and paid. In 1949 
the details of funding were worked out, as well 
as the principles of administration. The ILWU- 
PMA Welfare Fund was set up as a separate 
trust agreement, financed in large part by pay- 
ments of the employer based on tonnage 
handled . . . and in part by a 1% payroll de- 
duction of the employee's wages. The Trustees 
are located . . . in San Francisco, the union 
being represented by its elected representatives, 
and the Pacific Maritime Association, which 
is the organization of the employing ship 
owners and _ stevedoring companies, being 
represented by an equal number of Trustees. 
The Trustees are responsible for the adminis- 
tration of the funds, and negotiate all contracts 
for the various services. 


Mr. Oldham continued, 


Our welfare program has been an expanding 
one. The aim has been to care for the “unmet 


needs” of the workers as money became avail- 
able. The first step was medical and hospital 
care for the men themselves . . . plus regular 
weekly income while disabled. This income 
was gradually increased. Then life insurance 
was purchased. Then care for dependents was 
introduced. Then dependent care was made 
more nearly equal to care of employees. 

In February of last year in a Longshore 
caucus held in Bellingham, when the discussion 
of instructions to the Trustees on the allocation 
of welfare funds came up, [it was determined 
that] the untouched area of needs-still-unmet 
was dentistry. Another area of unmet needs was 
benefits for the younger . . . family men just 
coming into the industry, men low on the 
seniority lists. 

By urging the Trustees to develop a program 
of dentistry for children, we were killing two 
birds with one stone—dentistry [on the one 
hand, and on the other hand], greater benefits 
for the younger men who had less occasion as 
a group . .. to use the other health services. 


The Union Welfare staff reasoned that 
a children’s program would be a very. 
constructive thing, that the dental pro- 
fession would be able to save teeth in this 
age group, and that the benefits would 
be more evenly spread over a segment of 
the union population that had not had 
occasion to use the other benefits so much. 

Mr. Oldham stated that in addition to 
unmet needs, “the union is very interested 
in utilization figures; in other words, they 
want their members to use what they 
buy.” In view of these factors, it was de- 
cided at the Bellingham caucus that a 
pilot dental program for children would 
satisfy these many requirements. “The 
Union Trustees of the Welfare Fund 
persuaded the Management Trustees to 
go along on a pilot program . . .” and a 
sum of $750,000 was set aside from re- 
serve welfare funds to finance a one year 
pilot program in children’s dental care. 

Immediately, he said, 


. the administrative force of the Welfare 
Fund set to work to uncover sources of supply. 


|. Oldham, George. What a group looks for in a 
dental program. Proceedings of the Washington con 
ference on group dental programs, sponsored by the 
Washington State Dental Association and the Univer 
sity of Washington School of Dentistry, Seattle, June 
25, 1955. 
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Uncovering sources of dental care was a little 
difficult, to say the least, for in the first place, 
the union didn't actually know what we 
wanted to buy, nor how to write the specifica- 
tions . . . in order to get someone to put in 
a bid. How does a longshoreman know what 
good dental care is? But he wants his Welfare 
Fund staff to obtain good dental care for his 
children; on the other hand, the staff person- 
nel are not dentists, so they don’t know good 
dental care either. 


The union members and Welfare Fund 
Trustees realized their own inability to 
make judgments in dental matters, so 
they followed a wise course in obtaining 
competent dental care. First, they edu- 
cated themselves in this new field, and 
then they approached the profession. Mr. 
Oldham stated: 


Up and down the Coast, Trustees of the 
Fund and their employees and representatives 
talked with dentists, read dental journals, dug 
into research papers, examined survey reports, 
talked with everyone who had had or tried 
to carry on group care. 

Two things became discouragingly apparent: 
first, there existed absolutely no blueprints to 
follow in drawing up specifications for dental 
services. Secondly, there existed no place to 
buy the services that were needed, even if the 
Trustees knew how to describe them. 


“But one very encouraging thing 
evolved.” Remember, this is Mr. Old- 
ham still speaking. 


The members of the dental profession them- 
selves showed a real and continuing interest 
in helping work out the problem of prepaid 
dentistry for children. The dentists explained 
the importance of early care of teeth, even the 
baby teeth, in saving teeth rather than extract- 
ing them. They discussed various dental tech- 
niques, they drew pictures on the table cloth 
of the results of poor dentistry. The union 
members added new words to their vocabulary 
like deciduous teeth and acrylic fillings and 
endodontics and pedodontics and orthodontics. 
More important, the profession itself began to 
examine ways in which the services could be 
provided so that the children could have the 
care they needed and the dentists could be 
reimbursed according to good dental pro- 
cedure. 

I want to repeat, in all the ports we were 
encouraged by the interest of the dental pro- 
fession itself in helping to find a solution to 
our problem. It was precisely the busiest pro- 
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fessional men, those who had the widest ex- 
perience, the most knowledge, and who, as 
individuals, have not the slightest interest in 
increasing their own patient-load, or who were 
in specialties which would be beyond the finan- 
cial capacities of the program—it was these 
eminently qualified professional people who 
sat in with our Welfare staff and the Trustees 
and went over the factors involved in children’s 
dental care, and who generated sufficient in- 
terest in their own colleagues so that the pro- 
fession itself, as a whole, would come up with a 
solution to our problem. 


Mr. Oldham further stated that the 
longshoremen have a reputation for driv- 
ing a tight bargain in contract negotia- 
tions, but he emphasized the fact that 
this was one time that the union realized 
that they must not negotiate a contract 
employing their usual negotiation meth- 
ods. As he has stated, “that would have 
been fatal in our relationship with our 
new friends in the dental profes- 
sion. I think,’ he continued, “that if we 
had made the mistake of going bargain 
hunting, we would never have discovered 
that the dental profession and we our- 
selves had this one thing in common: a 
genuine interest in providing dental serv- 
ices to children.” 

The Trustees soon realized that ideal 
care could only “be provided by those 
who accepted the recognized standards of 
the dental profession.” Furthermore, Mr. 
Oldham said, 


. . we sought for good quality of dental care, 
for as free a choice as possible in the selection 
of the dentist, for screening techniques on a 
sampling basis to reassure the quality of care, 
and in addition, we especially sought the in- 
terest of the dental profession because we felt 
we could not possibly achieve our objective of 
good quality of dental care without the whole- 
hearted assistance of the profession. 


It is with a great deal of pride that I 
quote Mr. Oldham when he concluded, 
“We are most happy with the tremendous 
job that the dental profession has done to 
help us fill this unmet need. We are en- 
thusiastic about your organization!” This 
same feeling has also been expressed by 
the Trustees of the Welfare Fund. 
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This is the type of public relations for 
which the dental profession has long been 
striving. We have a right to be proud 
that we are praised by this group and not 
damned by them for our past apathy in 
this sociological area. 

Mr. Oldham’s statement that the Trus- 
tee Fund employees read extensively in 
the field of dentistry before approaching 
the profession is especially interesting. 
This is well evidenced by the fact that a 
pilot program in children’s dentistry was 
their initial goal. In 1953 the Council on 
Dental Health of the American Dental 
Association strongly recommended this 
measure.” “The wisest course . 
sue,” 


. . to pur- 
they stated, “in entering the pre- 
payment field would be through the es- 
tablishment of several pilot type programs 
.. « limited to children, especially in an 
area where most children can be provided 
services on a maintenance basis.” In addi- 
tion, this was essentially the recommenda- 
tions of a workshop dealing with this 
problem and conducted by the Dental 
Society of the State of New York in 
1951.8 

It is gratifying to note that the union 
has followed so closely the recommenda- 
tions of the Association’s Council on Den- 
tal Health. And it is also gratifying to 
note that the Council anticipated the 
problem and was studying its many facets 


as far back as 1946. 
PRESENT STATUS 


At the present time the ILWU-PMA 
Welfare Fund has contracted with four 
regional service type dental plans and 
one coastwise indemnity plan. 

In the state of Washington the Wash- 
ington State Dental Service Corporation 
is the agent for the service plan. In 
Oregon the Oregon Dental Service 
Corporation functions in the same ca- 
pacity. In the San Francisco Bay area 
a closed panel clinic operated by Richard 
T. Naismith and Howard H. Jan pro- 
vides a service plan for Northern Cal- 
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ifornia, and in the Los Angeles area, a 
closed panel clinic operated by Max H. 
Schoen supplies a service type program 
for longshoremen’s children. In addition, 
the Continental Casualty Company pro- 
vides an indemnity plan in all three coast 
states. Recently the Bay area dental so- 
cieties have formed the California Den- 
tal Association Service, but as yet this 
group has not signed a contract with the 
ILWU-PMA Welfare Trustees ; however, 
I am informed that the Welfare Trustees 
are pleased that this service association 
has been formed. 

It is interesting to note that a number 
of solutions to a single problem have 
arisen. Two service corporations under 
dental society control have been devel- 
oped in Washington and Oregon; where- 
as, in California, closed panel groups out- 
side of direct society control have been 
organized. This latter situation arose 
partly through procrastination on the 
part of some dental societies and partly 
because the Union Welfare Fund was in- 
terested in observing separate operation 
and the outcome of various types of pro- 
grams. 

Briefly, the coastwise program operates 
in this manner: In Washington and Ore- 
gon, the service corporations are paid 
$100 for each longshoreman’s child be- 
tween the ages of birth and 15 years who 
is examined in the offices of the partici- 
pating dentists. The service corporation in 
turn agrees to have completed for these 
children all dental work with the exclu- 
sion of orthodontics, space maintenance, 
esthetics, and posterior endodontics. ‘This 
means that for some few children, the 
Union Welfare Fund has paid out $100, 
but the service corporation has only had 
to expend the $5 examination fee. No 
dentistry was needed. These are the in- 
stances in which the service corporation 


2. American Dental Association, Council on Dental 
Health. Conference on prepayment plans for denta 
ervices. J.A.D.A. 46:77 Jan. 1953 

3. Requirements of a dental health service plan 
New York D. J. 17:355 Aug.-Sept. 1951. 
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gains. On the other hand, some children 
have received as much as $475 worth of 
dentistry for the investment fer that child 
of $100. Here the Welfare Fund gains! 

This is the application of sound insur- 
ance principles to dentistry ; spreading lia- 
bilities over a great number of people. 
This program was not arrived at easily. 
Through preliminary examination of 10 
per cent of the longshoremen’s children, 
an experience table was developed which 
emphasized the enormity of the dental 
problems. It was on the basis of the 
Washington and Oregon examinations 
that the Welfare Fund granted an addi- 
tional $25 per capita for the children of 
these two states. 

In California, the Welfare Trustees ad- 
vance $75 per child for each youngster 
examined by the closed panel service 
groups in this state. The cost differential 
between the Pacific Northwest and Cali- 
fornia is based on the recognized in- 
creased caries rate in the northern com- 
munities. The California groups agree to 
complete all dentistry for each child ex- 
cept esthetics and orthodontics, and to 
maintain these children to the end of the 
year’s contract. 

The coastwise indemnity program op- 
erated by the Continental Casualty Com- 
pany plays a minor role in the Pacific 
Northwest program, but carries about 
half of the load in California. This plan 
indemnifies each Washington and Ore- 
gon child for a maximum of $100 in 
dental fees. In California the maximum 
indemnification per child is $75. In ad- 
dition, the Casualty Company receives 2 
per cent of the prepayment as overhead 
for each case handled. 

This plan has the advantage of saving 
the Welfare Fund money in that the 
Fund only pays for the work which is 
completed on each child up to the 
amount of $75 or $100 as the case may 
be. If the fee is only $5, the Fund pays 
only $5. The program has a serious dis- 
advantage for the parent of the child af- 
flicted with advanced caries. If this 


child’s dental work is completed and the 
fee exceeds the allowance, then the par- 
ent must pay for all costs over and above 
the maximum allowance. 

Within limits, each parent has had the 
opportunity to choose which plan he pre- 
ferred. In Washington and Oregon the 
parents have had a rather free choice of 
dentists on either the service or indem- 
nity plan so that in these states 96 per 
cent of the children have been signed up 
under the service corporation plans. 

Conversely, in the metropolitan areas 
of California, the parents have had a 
choice between the closed panel service 
plans, located inconveniently for some, 
and the indemnity plan with a relatively 
free choice of dentists. Here, 41 per cent 
have signed up under the indemnity pro- 
gram. 

In the California small ports, however, 
where there was neither a service nor a 
closed panel service plan to choose from, 
parents were all signed up under the in- 
demnity program. 

Actually, the union representatives 
have been quite candid in stating that at 
the present they prefer the open panel 
service plans. They are, however, par- 
ticularly pleased with the high degree of 
utilization as well as the excellent care 
enjoyed under the California closed 
panels. 

Two additional requests from the Wel- 
fare Fund have been met generally by 
the profession. First, all participating 
groups have agreed to a program of ran- 
dom sampling of the completed dental 
work which is conducted by members of 
the profession appointed by the service 
corporations in Washington and Oregon 
and by the Welfare Fund in California. 
This has proved to be a very satisfactory 
arrangement, and in addition, any dis- 
agreements which have arisen are arbi- 
trated by the special judicial body, again 
from within the profession. 

Secondly, the Welfare Fund and the 
union have undertaken a program of 
dental education aimed at the children 
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and parents of members. The pamphlets 
issued deal with the necessity for oral 
care, caries prevention, diet adjustment, 
and the keeping of dental appointments. 
All printed material issued by the Wel- 
fare Fund is produced in collaboration 
with the profession. 


STATISTICS OF USE 


The first programs, the indemnity plan 
and the Naismith-Jan clinic, opened in 
the Bay area in October 1954. The South- 
ern California program was instituted in 
December 1954. In February 1955 the 
Washington program and the Oregon 
program were simultaneously opened. 

Since the first patient was seen in Octo- 
ber 1954, 6,563 children have been cared 
for under the plan. This represents a 
utilization figure of approximately 77 per 
cent for the service plans and 51 per cent 
for the insured plans, Total figures for 
the entire coast are not yet available; 
however, statistics from the Washington 
service plan covering only the first eight 
months of their operation will establish 
a rough idea of the quantity of dentistry 
being completed. As of October 1, 1955, 
in Washington, 1,090 examinations were 
completed and 1,063 bitewing and full 
mouth roentgenograms taken, 7,838 res- 
torations placed, 220 pulpotomies com- 
pleted, 989 teeth extracted, 204 topical 
fluoride treatments done, 15 teeth treated 
endodontically, 4 partial dentures con- 
structed, and 327 prophylaxes, in addition 
to miscellaneous treatments and repairs 
undertaken, 

To date, the Welfare Fund has distrib- 
uted for dental care $478,313.82 to the 
participating dentists. Of this amount 
$411,930.82 has been paid out by the 
service plans and $66,383 by the Conti- 
nental Casualty Company. The coastwise 
average cost per child has not yet been 
established; however, again referring to 
the Washington plan, the average cost is 
$76.95 per child including one recall ex- 
amination. The average cost of adminis- 


tration runs between 2 per cent and 8 
per cent of the expenditures. 

Already children are beginning to re- 
turn to dental offices for the second stage 
of the program: the maintenance phase. 
In this portion of the program, the chil- 
dren are re-examined at the end of six 
months and any needed dentistry is com- 
pleted at no extra cost to the Welfare 
Fund. Quite obviously, the greatest ex- 
pense lies in primary care. The mainte- 
nance program will be relatively simple 
and inexpensive (Washington average: 
$9 per child) when compared to the 
great morass of unmet dental care which 
was presented at the beginning. 

I have been told by a Union Trustee 
that a strong tradition exists for long- 
shore boys to follow their fathers in 
waterfront labor. If this is true, the 
Union Welfare Fund is not only caring 
for the present, but preparing for the 
future. There is every indication that not 
only will the program be extended be- 
yond the initial pilot phase, but that, in 
addition, the age level will be raised 
gradually so that the maintenance pro- 
gram will follow those youngsters who al- 
ready have been brought to maintenance 
level. 


CONCLUSIONS 


This movement toward prepayment den- 
tal care is almost certain to expand in 
the union welfare field. It is debatable, 
however, whether dental care per se can 
be sold as prepaid health insurance. A 
recent report* by two long established 
closed panel dental groups operating in 
Washington, D. C., and New York City 
would seem to indicate that adult initial- 
phase dentistry is so extensive it cannot 
be “sold” as an insurance risk because 
of the outrageous initial premium which 
must be charged. Moreover, it would ap- 


4. Proceedings of the fifth annual group health insti 
tute sponsored by the Cooperative Health Federation 
Seattle, July 27-29, 1955. Chicago, Cooperative Health 
Federation, 1955. 
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pear that after this initial treatment is 
completed, a severe risk no longer exists 
and the patient then is unwilling to pay 
yearly premiums when a lack of risk is 
apparent. This is a very important con- 
sideration and will be generally over- 
looked as prepaid programs are devel- 


Whether dentistry suffers or gains un- 
der a program of this type is up to den- 
tistry. If the profession is cautious but 
bold, altruistic but businesslike, coopera- 
tive but stubborn in principle; if we are 
all these things and intelligent as well, 
we cannot help but be the winner along 


with those we serve. 


oped. 


SUMMARIES OF DISCUSSION ON PRESCHOOL AND SCHOOL 
DENTAL HEALTH PROGRAMS 


The following summaries, prepared by the Council on Dental Health, provide 
a round-up of the discussions that were presented on various aspects of dental health 
care programs for children. One paper on “The Present Status of Dental Health Care 
in United States Public Schools,” presented by Robert A. Downs, D.D.S., of Denver, 
Colo., Council member, was based on a report of a survey conducted by the Bureau 
of Economic Research and Statistics. The report of the Bureau, entitled “Survey of 
Public School Dental Programs,” was published in the November 1955 issue of THE 
JOURNAL OF THE AMERICAN DENTAL ASSOCIATION, 

The study would not be complete without consideration of the role of the school 
in the field of dental health care. Although many specific problems related to school 
programs have been resolved individually in one community or another, there is need 
for a program that would be applicable to all communities. An attempt to outline 
such a program was made through a panel on “The Function of the School System 
in Dental Health Care Programs for Children.” Panelists represented the individuals 
who are directly involved in the operation of school programs—the school adminis- 
trator, the school dental director, the state dental director, the city dental director, 
the dental educator and the private practitioner. Their points of view on the place 
of the school, the public health department and private practice in the total school 
program Closes the presentation. 


ALL DENTAL CARIES IN CHILDREN 
CAN BE CONTROLLED 


In 1955 it was estimated that there were 
three hundred million cavities in chil- 
dren’s teeth—or about seven cavities per 
child to be treated—and that there would 
be an additional forty million cavity in- 
increase per year if present methods of 
care and repair continued to be em- 
ployed. The dental profession must use 
every known method to control dental 
disease to combat this most common 
crippler of present and future genera- 
tions. 


The harm resulting from failure to 
employ control measures has been 
demonstrated time and again. A recent 
and dramatic illustration was the dis- 
closure that the greatest percentage of 
all rejections for military services during 
World War II was due to dental condi- 
tions. To be most effective, however, 
control measures must be initiated during 
childhood. 

There are four possible methods for 
improving the dental health of school 
children: dental services, fluoridation of 
communal waters, oral cleanliness and 
nutrition. 
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1. Dental services are the responsi- 
bility of parents, and, through the com- 
bined efforts of the dental profession, 
dental colleges, hospitals and health de- 
partments, care can be made available 
to all. 

Dental treatment should consist not 
only of the correction of damage to the 
teeth, elimination of infection or the 
restoration of the mouth to normal func- 
tion. It should also embody an educa- 
tional experience so that both the child 
and the parent will become more con- 
scious of dental health and learn to pro- 
tect themselves against the most common 
disease that human flesh is heir to: dental 
caries. 
2. Fluoridation of communal waters 
is a project for the entire community and 
should involve the entire citizenry. No 
one agency—governmental or voluntary 

or profession should assume the com- 
plete responsibility for securing adoption 
of a fluoridation program. 


3. The major responsibility for teach- 
ing the importance of oral cleanliness 
belongs to the school and the family den- 
tist. The school should educate and moti- 
vate both child and parent to seek dental 
services at regular intervals. This should 
be a part of the health education pro- 
gram. 


4. Nutrition involves so many groups 
and individuals that this control measure 
does not have an immediate possibility 
of success. This situation does not mean 
that less effort should be directed toward 
a better standard of nutrition, but it does 
indicate that ways must be found to edu- 
cate parents to control the food intake 
of their children. 

Nutrition should be the concern of the 
health professions, working together at 
the national level for the common good 
of all. 

Dental health can be improved to a 
degree by any one of the four methods 
suggested, but control of dental disease 
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can only become a reality when all pro- 
tective measures are wisely employed. 

Charles A. Sweet, D.D.S., su pe rvisor of 
dental health education, Oakland Public 


Schools, Oakland, Calif. 


THE PHILADELPHIA STORY 
OF PRESCHOOL DENTAL HEALTH CARE 


The Philadelphia Department of Health, 
the Philadelphia Health and Welfare 
Council and the Philadelphia County 
Dental Society appointed representatives 
to a committee to organize a workshop 
to study dental health problems of pre- 
school children and to formulate a 
feasible program. Two outcomes of the 
workshop were a summer program by the 
health department to provide treatment 
for preschool children from low-income 
families and an educational program by 
the council on dental health of the dental 
society to reach both dentists and lay 
persons. A complete report of the work- 
shop will be published in a future issue of 
THE JOURNAL OF THE AMERICAN DENTAL 
ASSOCIATION. 

After a study of facilities available for 
the dental treatment of preschool chil- 
dren, the committee conducted a survey 
of dental conditions among this age 
group and a poll of dentists’ attitudes to- 
ward, and practices in, children’s den- 
tistry. 

The total population of 2,050,000 was 
estimated to include approximately 120,- 
000 children from two to five years of 
age. There were 1,676 dentists, 14 health 
department clinics, eight hospital dental 
clinics, five Mouth Hygiene Association 
clinics and two dental school clinics. One 
dental school and the health department 
reported the number of preschool chil- 
dren treated annually, but it was impos- 
sible to obtain data as to the number of 
children being treated in private offices 
or by other community agencies. 

The percentage of children requiring 
treatment was found to increase with age. 
For example, 20 per cent in the two year 
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old group required treatment, 52 per cent 
in the three year old group, 65 per cent 
in the four year old group and 67 per 
cent in the five year old group. 

Among the five year old children, the 
number examined in each of the sampling 
groups was sufficient to make valid and 
significant comparisons. The def rate (de- 
cayed, indicated for extraction and filled 
deciduous teeth) per child, the percent- 
age of children with one or more def 
teeth and the percentage of children with 
six or more def teeth were highest among 
clinic patients and low-income “non- 
patients” (children examined in kinder- 
gartens, nursery schools and _ housing 
projects) and lowest among the private- 
office patients and high-income “non- 
patients.” 

Analysis of the f: def ratio (filled) 
provided some information concerning 
the number of dental defects being 
treated in preschool children. Private- 
office patients showed an f: def ratio of 
42.3; high income “nonpatients,” 35.1; 
medium-low income “nonpatients,” 12.1, 
and clinic patients, 7.5. It was amazing 
to learn that only 35 per cent of def teeth 
among high income groups had been 
filled. 

The report on “attitudes of dentists” 
reflected little enthusiasm among dental 
administrators of community programs 
and among private dentists for treating 
preschool-age children. Most of the den- 
tists who were graduated prior to 1940 
and dentists treating children in low- 
income areas seemed to be providing less 
than adequate dentistry for children two 
to five years of age. 

When the new dental section in Phila- 
delphia outlined in its broad program of 
preventive dentistry the need to study the 
dental problems of the preschool child, 
the cooperation of the public health nurse 
was requested. It was felt that much of 
the success of a dental program for pre- 
school children would depend on the 
activity of public health nurses who work 
with families. 


During June, July and August 1954, 
children two to five years of age made 
990 visits to the health department’s 
dental clinics. During the same months 
in 1955, this age group made 4,616 visits, 
an increase of more than 360 per cent. 
In 1954, 12 per cent of the visits during 
the summer months were made by chil- 
dren of preschool ages. In 1955, 52 per 
cent of the total visits were made by this 
age group. This tremendous increase in 
the number of visits by children under 
six years of age indicated that the nurses 
had a definite role in stimulating clinic 
attendance among this age group. 

The public health nurse, having estab- 
lished the family as her nursing unit, can 
find ways to include dental health educa- 
tion in family health teaching. Her re- 
sponsibilities actually include not only 
motivation of the family to accept a den- 
tal appointment but also development 
within the family of an appreciation of 
the value of prevention. 

In addition to disseminating general 
dental health information, the public 
health nurse can supplement instructions, 
interpret findings and help families carry 
out the recommendations of the dentist. 
This latter function has not been suffi- 
ciently explored by the dental profession. 
It may be that public health nursing, 
itself, has been slow to recognize its 
potential in helping the dentist as it has 
aided the physician. 

The educational program of the dental 
society had two objectives: (1) to inform 
the public of the dental needs of pre- 
school children and (2) to stimulate the 
interest of dentists in preschool children. 

Such leafiets as that of the dental so- 
ciety’s Council on Dental Health, Now Is 
the Time for the Child of Two to Five 
and the health department’s Two Birth- 
days to Remember were distributed by 
both agencies to increase interest in the 
problems of the preschool-age group. 

To achieve the dental society’s second 
objective, the Council organized morn- 
ing meetings in hospital dental clinics to 
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discuss and demonstrate children’s den- 
tistry. Neighborhood dentists were invited 
to these sessions.—jJacob M. Wisan, 
D.D.S., M.P.H., chief, Dental Health 
Section, Philadelphia Department of 
Public Health, and Madelyn N. Hall, 
R.N., M.A., director, Division of Public 
Health Nursing, Philadelphia Depart- 
ment of Public Health. 


PANEL: THE FUNCTION OF THE 
SCHOOL SYSTEM IN DENTAL HEALTH 
CARE PROGRAMS FOR CHILDREN 


Introduction by Moderator * Nearly 
every individual in a community has an 
opinion as to what the school should 
teach, how it should be taught, to what 
extent its facilities should be used for 
community activities and various other 
related and unrelated questions. Persons 
concerned with improving the dental 
health of children are no exception. The 
purpose of the following discussion was 
to provide the opportunity for an ex- 
change of ideas that would lead to sound 
recommendations regarding the function 
of the school system in dental health care 
programs. 

With the increasing stimulation of 
dentistry for children, the area of pedo- 
dontics in education is assuming a more 
and more important role, both in the 
preparation of the dental student so that 
he will devote more and more of his 
practice to pedodontics and in the de- 
velopment of the pedodontic section of 
the dental school as a resource for child 
dental health care. 

Whereas the development and opera- 
tion of school programs for children’s 
dental health care are of prime im- 
portance to the solution of many of the 
problems associated with children’s den- 
tal health care, attention must be focused 
ultimately on the actual provision of the 
dental services required. The main re- 
sponsibility for these services lies with 
the private practitioner. All realistic pro- 
gram planning, then, must center around 
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the ability of the private practitioner to 
handle the loads identified by the pro- 
grams. Any program in which the prob- 
lem of dental manpower is not taken 
into account must ultimately _fail.- 
Byron W. Bailey, D.D.S., Box 30, Han- 
over, N. H.; member, Council on Dental 
Health, American Dental Association. 


Viewpoint of the School Administrator 
* There are four areas that should be 
considered by the school administrator 
in organizing a dental health program in 
a school system. 

The first area encompasses the routine 
dental examination and the dental serv- 
ice to be provided by the school system. 
Examinations, to be meaningful and ef- 
fective, should lead to dental care when 
it is needed. Examinations should be 
regular, careful records should be kept, 
and teachers should be informed of the 
children who need dental care. 

The second area relates to parent 
counseling. The individual attention af- 
forded by a conference with the parents 
on dental needs of the child is the best 
of all motivating devices. Such confer- 
ences not only provide information to 
parents and children about the need for 
systematic visits to the dentist, but they 
also help the school dentist in determin- 
ing who should be provided with dental 
service by the district. When a face-to- 
face conference is impossible, a telephone 
conversation is preferable to a_ note. 
There is no substitute for immediate two- 
way communication. 

The third area has to do with the den- 
tal care of the handicapped child. For 
children who are mentally but not physi- 
cally handicapped, the procedures differ 
little from those used with normal chil- 
dren. Dental health habits will be more 
difficult to form, but the procedures used 
in examination, service and counseling 
will be similar. More counseling needs to 
be done with the parents, of course, than 
is the case with normal children. If chil- 
dren are physically handicapped, trans- 
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portation has to be provided for the pa- 
tient or for the dentist and his equipment. 
If the number of handicapped children 
in a district is large, the budget for den- 
tal care will need to be larger because 
handicapped children require more time 
in all phases of dental health care. 

The fourth area involves the need for 
consideration of the classroom and school 
environment that will foster good dental 
health. The classroom teacher plays the 
most important role in this area. For 
example, attention to diet can _ be 
achieved in a variety of ways. Arithmetic 
classes can work on diets as studies in 
ratio and proportion. Art classes can 
make charts and posters of attractive and 
healthful meals. Music classes can com- 
pose and sing songs about the care of 
the teeth. Slides and films can be used in 
health classes to show how good teeth are 
important in living and learning. Bulletin 
boards, table displays, cabinet displays, 
health stories, dramatic plays about teeth 
are all good technics for creating an 
environment that fosters good dental 
health. Diets without high sugar content 
should be emphasized by teachers in the 
primary grades. 

The provision of dental services in a 
local school system raises some funda- 
mental questions. If the school board 
decides that dental service should be pro- 
vided, how should it be done? To whom 
should dental service be provided? 
Should there be a charge for this service? 
If a charge is to be made, how much 
should it be? If private service is to be 
recommended for some and school serv- 
ice for others, who should determine the 
students that will be provided with school 
service? 

In Palo Alto, it is believed that dental 
service should be offered in the school 
system. The Palo Alto school board has 
provided dental service for a quarter of 
a century. The school dentist determines 
who should receive school district service 
and who should be recommended for 
private dental service. The decision is 


generally based on the parent’s ability to 
pay. A father with six children who is 
on an income of $300 a month or less is 
usually as much in need of help in pro- 
viding dental service for his children as is 
the father on relief. The local school 
dentist has met regularly with private 
practitioners to establish a screening pro- 
gram and to arrange a fee schedule for 
school dental services. It is the policy of 
the school board that a small fee be 
charged for school dental service, pri- 
marily for the purpose of preserving the 
dignity of the individual parent. The 
small fee also helps to defray the cost of 
materials used in the treatment program. 
The school district has no budget for 
orthodontic care or other more costly 
dental services, so it has attempted to ob- 
tain funds from service organizations and 
other groups interested in child welfare 
and health. At the present time, the 
major portion of the budget for dental 
service is spent in the elementary schools 
for two reasons: emphasis should be 
placed on dental health during the early 
habit-forming years, and, although the 
dental service program should be con- 
tinued during the time the child is in the 
public school, the rapid growth in the 
school system taxes the budget in all 
service areas.—Henry M. Gunn, Ed.D., 
superintendent, Palo Alto Unified School 
District, Palo Alto, Calif. 


Viewpoint of the School Dental Director 
* It is desirable for a school system to 
have a dentist as supervisor of dental 
health education. He can participate in 
the development of the general health 
education program, serve as consultant to 
the directors and supervisors of elemen- 
tary and secondary instruction, act as a 
resource person to procure and prepare 
specialized instructional materials on 
dental health and assist all others who 
may be associated with any learning ex- 
perience of pupils, such as the director 
of the school lunch program. 

In addition to his numerous educa- 
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tional responsibilities, the dentist serving 
on a school staff may examine pupils who 
have been referred by teachers, princi- 
pals, school nurses and school physicians 
because of serious dental health prob- 
lems. He may interpret the dental prob- 
lems and assist the pupils in obtaining 
necessary dental services from private 
practitioners or institutions that render 
dental care within the community or 
state. 

The school dentist can work with 
groups of parents, such as the parent- 
teacher association and other community 
organizations to eliminate parental apathy 
and to encourage the adoption of proved 
public health measures, such as fluorida- 
tion of the water supply. He can work 
with the appropriate dental society com- 
mittees in the development of plans to 
make dental services available to the 
community’s entire child population. 

The key person in implementing the 
school health program is the teacher, 
since she must assume the major responsi- 
bility for health instruction. Because of 
her lack of specific training in dental 
health education, the classroom teacher 
needs help. Inservice training for teachers 
and adequate resources will do much to 
improve the dental health education pro- 
gram. The dental association can be of 
great assistance and certainly should be- 
come interested in school health pro- 
grams. 

Nowhere in the American way of life 
does the adult population appear more 
hypocritical than in health teaching and 
health practices. To bring about a change 
in the next generation, health education 
must be accentuated in all instructional 
programs from kindergarten through 
college—Charles A. Sweet, D.DS., 
supervisor for dental health education, 


Oakland Public Schools, Oakland, Calif. 


Viewpoint of the State Dental Director 
* One of the most important responsibili- 
ties of a state dental director is to create a 
climate favorable to dentistry and dental 
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health throughout the state’s educational 
system. This favorable climate must be 
in the classroom, the school nurse’s health 
room, the principal’s office and the super- 
intendent’s office. It should pervade the 
state department of education at the state 
capitol and the various state teacher 
training institutions. If the classroom 
teacher is not interested in dental health, 
any program of dental health connected 
with the schools breaks down right there. 

Where to start creating a favorable 
climate? Ideally, according to some per- 
sons, in teacher preservice training at 
teachers’ colleges. The state dental di- 
rector attempts to have such training 
introduced into these colleges. In addi- 
tion, he endeavors to get dentistry repre- 
sented in teachers’ inservice education 
programs. He works with school adminis- 
trators’ groups, with school nurses, with 
physical educators, with health depart- 
ment personnel, who in turn work with 
schools. He works with the state depart- 
ment of education on health curriculum 
guides; on broad general policies, based 
on sound education and public health 
precepts, which will serve as helpful 
guides for the development of local pro- 
grams. 

The state dental director knows that 
the relief of pain and infection in chil- 
dren has top priority, and that policies 
and provisions for care of dental emer- 
gencies must be developed in cooperation 
with school people—broad general poli- 
cies on a state-wide basis which can be 
modified and tailored to fit local situa- 
tions. He tries to see that dental care 
programs for children are organized with 
school people on an incremental mainte- 
nance basis rather than on a basis of a 
filling here and an extraction there. The 
Richmond, Woonsocket and Sturgis den- 
tal care studies have all demonstrated 
the soundness of this approach and have 
helped to convince school people of the 
reasons for it. 

The state dental director is concerned 
that dental care programs involving 
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schools reach downward to include the 
children of preschool age and upward 
to involve the parents. Hence, the state 
dental director works with another state- 
wide group, the state parent-teachers’ 
association. 

The best local resources to which to 
turn are the local dentists, but often they 
are overlooked. For example, a survey 
of all the practicing dentists in New 
Mexico showed that a surprising number 
had never been asked to participate in a 
school dental program. Thus, one of the 
responsibilities of the state dental direc- 
tor is to see that dentists and the dental 
society are involved in school health pro- 
grams—one way is through the appoint- 
ment of dentists as members of or con- 
sultants to school health councils. Any 
school dental program is doomed to 
failure without the cooperation and 
active participation of dentists. 

The state dental director has the re- 
sponsibility of stimulating continuing 
education programs in dentistry for chil- 
dren, including crippled children. He 
promotes workshops and _ conferences 
where school people and dentists can sit 
down and work out their mutual prob- 
lems. He works with the dental schools 
in his state to see that future dentists 
receive instruction in dental public 
health. 

The state dental director should under- 
stand the attitude of school people con- 
cerning outside health specialists and 
should impart this understanding to the 
dental profession. In general, when work- 
ing with schools, dental personnel should 
restrict their educational activities to the 
chairside, to parents and adult groups, 
and to consultation services with the 
teacher. They should not enter the class- 
room unless invited and unless the stu- 
dents are prepared beforehand. 

Most state dental directors are placing 
major emphasis on prevention—now that 
dentistry has fluoridation as a real public 
health weapon against tooth decay. They 
realize, however, that fluoridation is not 
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a “cure-all’’ and that dental disease will 
continue to be a problem for some time. 

David F. Striffler, D.D.S., M.P.H., di- 
rector, Division of Dental Health, New 
Mexico Department of Public Health, 
Santa Fe, N. M. 


Viewpoint of the City Dental Director * 
A city-wide dental program functions 
best when all health, welfare and educa- 
tion agencies collaborate and when a 
community-minded dental society as- 
sumes an important role in its implemen- 
tation. 

In Philadelphia, three official and 
three nonofficial agencies and groups 
function cooperatively. Public schools, 
parochial schools and the health depart- 
ment comprise the official members of 
the coordinating group; the Philadelphia 
Health and Welfare Council of the Com- 
munity Chest, the council on dental 
health of the Philadelphia County Den- 
tal Society and the Philadelphia Mouth 
Hygiene Association, the nonofficial rep- 
resentatives. 

The council on dental health accepted 
the invitation to assume the responsibility 
for coordinating the activities of the 
agencies. As a result, the following 
achievements have been attained: (1) 
fluoridation of the public water supply; 
(2) surveys of community dental pro- 
grams, (3) dental surveys among pre- 
school-age children, (4) establishment of 
a Council of Hospital Dental Administra- 
tors, (5) development of regional and 
neighborhood meetings on children’s den- 
tistry to stimulate the interest of local 
dentists in this field, (6) organization of 
regional citizens’ dental health commit- 
tees and (7) designation of professional 
standards for the health department’s 
dental care program. 

In both the public and parochial school 
systems, programs are developed in such 
spheres of action as (1) the conducting 
of dental inspections of first, third, 
seventh and eleventh grade school chil- 
dren, (2) the performing of prophylaxes 
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and the presentation of classroom and 
individual instruction in oral hygiene, 
(3) the compilation and interpretation 
of data obtained from these inspections, 
(4) the determination of areas that re- 
quire emphasis, (5) the institution of 
follow-up programs to motivate the cor- 
rection of dental defects, (6) the utiliza- 
tion of all school and community re- 
sources for dental health education pro- 
grams, (7) the participation in the for- 
mulation of policies and procedures for 
the health department’s dental care pro- 
gram, (8) the provision of space in school 
buildings for dental clinics established by 
the health department, (9) the assigning 
to school nurses of the responsibility of 
selection and referral of school children to 
dental clinics, (10) the conducting of an 
annual health institute to inform ad- 
ministrative, medical, dental and nursing 
staffs of dental health problems and ac- 
tivities, (11) the organization of joint 
inservice training for school and health 
department personnel involved in dental 
programs and (12) the establishment of 
a course in a vocational school for train- 
ing dental assistants. 

In Philadelphia, those in authority 
have been convinced of the advantages 
to be gained by pooling all the resources 
of the community. In some communities, 
the fear of losing authority and uncer- 
tainty as to who should accept the leader- 
ship for coordination have hindered the 
formulation of plans for unified action. 

Jacob M. Wisan, D.D.S., M.P.H., 
chief, Dental Health Section, Philadel- 
phia Department of Public Health. 


Viewpoint of the Private Practitioner * 
Although a dental health program for 
children can be initiated by any inter- 
ested individual or group in the com- 
munity, the cooperation of the schools, 
the dental society and the public health 
agency is necessary if the program is to be 
effective. In three areas, particularly, 
have schools an important responsibility : 
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education, prevention and nutrition. 

Schools can augment their educational 
programs through the use of instructional 
aids such as films, slides, models and 
posters, for classroom instruction by 
teachers and for inservice training of 
teachers. They can distribute dental 
health education materials which the 
pupils can take home for their parents to 
read. They can promote home care by 
conducting hygiene instruction periodi- 
cally in the classroom. 

With regard to prevention, schools can 
support fluoridation if this caries-preven- 
tive measure becomes an issue in the 
community. Another phase of prevention 
is the protection of youngsters from in- 
juries in football, basketball and other 
physical 2ducation activities through the 
use of face guards or mouthpieces. 
Parent-teacher associations should insist 
on the use of such protective equipment. 

To promote dental health as well as 
normal growth and development of chil- 
dren, schools should practice as well as 
teach good nutrition. For example, they 
can eliminate from school premises ma- 
chines that dispense candy and sweet- 
ened beverages. Further, the teachers can 
instruct children in how to select their 
lunches intelligently. 

Schools should see to it that the results 
of dental examinations are made known 
to the parents and to the dentist, and 
there should be a follow-up procedure to 
encourage the parent and child to obtain 
any dental treatment needed. To facili- 
tate children’s visits to the dentist, schools 
should cooperate in an excuse system 
whereby a child, whenever necessary, 
may be released from school for dental 
treatment. 

By cooperating in the foregoing types 
of activities, schools can help to safe- 
guard and improve the health of the 
public through helping the children from 
preschool age upwards.—William P. 
Humphrey, D.D.S., 390 University Boule- 
vard, Denver, Colo. 
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Hartford’s preschool dental program 


Since dental caries is a universal disease 
and a universal problem, it is only 
through caries prevention and control 
that this disease can be contained. Be- 
cause caries activity is greatest in chil- 
dren, the problem should be attacked at 
this age level, starting, preferably, with 
the preschool child. 

Approximately 10 per cent of the 
population in the average community is 
made up of preschool children, aged two 
through six. If the present dental man- 
power could and would give this pre- 
school group complete dental treatment 
with subsequent routine maintenance 
service, and each year added to this group 
the children who become two years of 
age, there would be few dental cripples 
when these children reached the late 
teens or the years beyond. Unless this type 
of program or a comparable program is 
initiated, or unless dental caries is elimi- 
nated through preventive measures, the 
number of dental cripples in this country 
will grow increasingly greater. 

Though many communities make den- 
tal care available to the preschool child 
through public or privately endowed 
clinics, this service is usually incidental 
to a larger program of treatment for 
children of school age. The Hartford 
Health Department, however, has de- 
veloped a public dental health and 
clinical program which is devoted solely 
to the dental needs of the preschool age 
group. 
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PUBLIC HEALTH PHASE 

The Hartford Health Department's pro- 
gram annually reaches the parents of 
every three year old child, through a 
health education letter, attractively deco- 
rated, and mailed during the month of the 
child’s third birthday. Approximately 
4,000 such letters are mailed each year. 
This letter stresses the importance of 
early dental care and the need for 
periodic visits to the family dentist, ade- 
quate diet, the elimination of sweets, the 
desirability of toothbrushing immediately 
after eating and the need for fluoridation. 
This letter is designed to motivate parents 
to seek dental care for themselves as well 
as for their children. 

This initial letter is followed by a sec- 
ond message which is distributed annually 
to all public and parochial kindergarten 
children late in each school year. This 
message calls the parents’ attention to the 
importance of the first permanent molars 
and to the need for early treatment of 
developmental defects and carious lesions. 
In addition it repeats the information 
contained in the first letter. 

In addition to these efforts, each 
nursery school, day-care center, and Sun- 
day School is either visited or written 
several times during each school year in 
an attempt to familiarize the preschool 


Public health dentist 
partment. 


City of Hartford health de- 
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child, his parents and his teachers with 
the desirability of good dental health and 
the steps to be taken to preserve it. 
Finally, through talks to professional 
and lay groups, through the use of mass 
media, and through actual demonstra- 
tion of preschool dental treatment in the 
health department’s clinical facilities, the 
community as well as the individual par- 
ent is made aware of the importance of 
early preventive measures. Every effort 
is made to apply practically the ap- 
propriate technics of learning through all 
the media of communication available. 


CLINICAL PHASE 


The preschool clinical program operates 
in conjunction with the Well-Child Con- 
ference of the Hartford Health Depart- 
ment. Its purpose, like that of the Con- 
ference, is to provide a dental program 
for well children of low income families 
as an additional means of improving 
child health. 

Essentially, the clinical program con- 
sists of four phases: 


1. Dental health education 

2. Prophylaxis and examination 
3. Topical fluoride applications 
+. Dental correction 


During the calendar year of 1954, 
2,455 individual patients were treated in 
9,420 patient visits, 

Weekly lists of new patients are re- 
ceived from the Well-Child Conference. 
Every child, on reaching two and one 
half years of age, is referred to the den- 
tal facility. On receipt of the child’s 
name, an appointment is made within a 
week to ten days. At the patient’s first 
visit, a medical history is obtained from 
the parent, and significant medical data 
is recorded on the child’s record card. 
After an introduction to the personnel, 
surroundings and equipment, the child 
is given a dental prophylaxis, dental 
examination and the first of four topical 
fluoride treatments. At the first of these 
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visits, the dental hygienist explains the 
purpose of early dental care and the 
value of topical fluorides. During the sec- 
ond visit she discusses the relation of 
nutrition to dental health and especially 
the harmful effects of sweets. At the third 
visit she gives instruction in toothbrush- 
ing and mouth hygiene including instruc- 
tion in the use of dental floss. The fourth 
visit is used for review. 

By providing dental education as well 
as dental service, each visit is made to 
serve a dual purpose. 

If the child is too young, either be- 
cause of chronological age or emotional 
development, to cooperate with the den- 
tist, dental services are postponed for 
three months, at which time treatment 
is again attempted. 

Dental service is provided in three 
treatment rooms, two of which are staffed 
by full-time dental hygienists conducting 
the preventive aspects of the work. The 
third room is staffed by a full-time dental 
assistant and ten part-time dentists, who 
also conduct their own private practices. 
The doctor’s schedule is arranged so that 
operative services are provided on a full- 
time basis just as is the preventive work. 
The clinic hours are from 9 a.m. to 12 
noon and from | p.m. to 4 P.M. 

On the completion of the preventive 
phases of the program, the children need- 
ing restorative work are referred to the 
restorative clinic where they receive 
weekly appointments until all necessary 
work is completed. Weekly appointments 
are scheduled for the same day and hour 
which reduces the number of each child’s 
visits and also the number of forgotten 
appointments. 

Complete restorative service is pro- 
vided including pulp capping, amalgam 
restorations, extractions and space main- 
tainers. The child sees the same doctor 
cach week so that, psychologically, his re- 
peated experiences are as pleasant as 
possible. Thus, the treatment received by 
the child in the public dental facility is 
almost identical to that which he would 
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receive in the office of a private dental 
practitioner. 

Children not in need of restorative 
work and children whose restorative work 
has been completed are recalled routinely 
every five to six months for follow-up 
supervision until the eruption of the first 
permanent molars or entrance into the 
first grade, whichever is later. At this 
time, the second series of topical fluoride 
treatments are given to provide further 
protection to the deciduous teeth and, 
equally important, to give initial pro- 
tection to the newly erupted first perma- 
nent molars. All developmental defects 
in the first permanent molars are then 
treated (prophylactic odontotomy) and 
all carious lesions corrected. The child 
then becomes ineligible for further care. 

As a final follow-up procedure, ap- 
proximately six months after the child 
becomes ineligible, his parents receive a 
dental reminder form stressing the need 
for continued periodic care and urging 
that the treatment be obtained from a 
dentist in private practice or at another 
public dental facility. 

All preventive and restorative treat- 
ment is scheduled on an appointment 
basis so that patients arrive at intervals 
throughout the day. Not only is this 
good office management, but more im- 
portant, the children are ushered into 
the operatory promptly on their arrival. 
Thus they do not experience the fatigue 
of waiting which might intensify their 
apprehension regarding dental service. 
An attractive waiting room with chil- 
dren’s furniture, toys, dolls, tropical fish 
and recorded music aids in the child’s 
pleasant adjustment to his clinical expe- 
riences, thereby making dental therapy 
more acceptable. 


OBJECTS OF PROGRAM 


From both a public health and clinical 
viewpoint, the objects of this program 
are to: 

1. Arouse a mouth hygiene conscious- 
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ness in the community for the preschool 
age child. 

2. Create a demand for better den- 
tistry, especially for young children. 

3. Demonstrate the possibility of pre- 
venting or diminishing dental diseases 
through early care supplemented by 
health education. 

4. Emphasize the preventive side of 
dentistry rather than corrective side 
through the application of early preven- 
tive and restorative measures, which 
thereby diminishes the need for future 
restorative dental work. 

5. Provide a training center in pre- 
school dentistry for recent dental grad- 
uates. Each year, each dental graduate 
who intends to practice locally is invited 
to work at this clinic one session a week 
for at least six months. This affords him 
an opportunity to acquire experience in 
child management; to learn to operate 
from a seated position as an operating 
stool is available and everyone is re- 
quested to use it; to learn the value of 
a properly trained assistant and how to 
utilize her services effectively and, finally, 
to be exposed to methods and technics of 
pedodontics and child management that 
he may not have acquired at dental 
school. 

6. Demonstrate the most. economical 
method of carrying on the type of dental 
program which seems to be required 
under present day conditions for indigent 
groups. 

7. Make dental service available to 
indigents. 


OBSERVATIONS 


There is very little data available on the 
dental needs of preschool children— 
specifically, def rates, percentage of pre- 
school children in need of dental care, 
number of visits for completion of initial 
and maintenance needs, and the number 
of children in need of space maintainers. 
Tables 1 to 4 may help to shed some 
light on these matters. Dental findings in 
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this group, however, are not necessarily 
representative of all preschool children 
since these children (1) came from 
families in the low income bracket and 
(2) the parents volunteered for the serv- 
ice. These two factors, however, may not 
be sufficient to change the over-all pic- 
ture markedly. 

Table 1 illustrates def rates and per- 
centage of children in need of dental 
care by age. Although these observations 
do not include roentgenographic exami- 
nation, they are, for all practical pur- 
poses, accurate. Twenty-two and six 
tenths per cent of the two year old chil- 
dren have 4.3 involved deciduous teeth, 
whereas 83.4 per cent of the six year old 
children have 6.5 involved deciduous 
teeth. 

Tables 2 and 3 provide information 
concerning the number of patient visits 
necessary to complete the required serv- 
ices for the children listed in Table 1. 
These figures (Tables 2 and 3) represent 
only those children who came weekly and 
regularly until all needs were completed. 
The tables do not relate the story of a 
second group of children who came re- 
peatedly but whose total needs were not 
met because of failure to attend the clinic 
a sufficient number of times for comple- 
tion. 

Proportionately, dental service for 
more children was completed in the group 
that needed less attention than in the 
group that required more attention. This 
fact tends to distort the average number 
of visits required to complete the services 
for each child. In addition, deciduous 
anterior teeth were not treated in chil- 
dren four years of age or older because 
of the backlog of patients. 

The number of visits needed to com- 
plete the required dental service for a 
child is dependent in part on the coopera- 
tion and degree of tolerance of the pa- 
tient. Three year old children, and those 
younger, will tolerate treatment for 20 to 
30 minutes. Five and six year old chil- 
dren, when properly trained, are more 
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Table 1 ® Def rates and percentage of children with 
involved deciduous teeth by age—from clinical obser- 
vations of 2,455 patients treated in 1954 


Children 


| 


No. of No. of | No. of , 
Age pts. pts. with | def Def with def 
examined def teeth| teeth | tooth 
2 301 67 292 43 22.6 
3 744 282 1,455 5.2 37.9 
4 677 438 2,371 5.4 647 
5 576 43) 2,446 57 76.5 
6 157 131 849 6.5 83.4 


Table 2 © Number of dental visits necessary for com- 
pletion of accumulated dental needs of preschool age 
children, by age 


No. of pts. No. of visits Average no. 
Age | whose dental dor of visits for 
| needs were | leti completion 
| completed | SOmPretion per child 
2 28 6) 2.2 
3 167 545 3.9 
4 229 1,012 44 
5 151 694 46 
6 23 144 6.2 


Table 3 © Number of dental visits for completion of 
maintenance dental needs for preschool children, by age 


| No. of pts Average no 

Age | whose dental No. ‘aes | Of visits for 

| needs were notation completion 

| completed per child. 
3 26 60 2.3 
4 118 309 2.46 
5 181 504 2.8 
6 2.46 
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cooperative and will tolerate 30 to 45 
minute operative periods. 

The number of visits required to pro- 
vide maintenance care is approximately 
the same regardless of the child’s age 
(Table 3) as more work is done at each 
visit for the older children (ages 4, 5 and 
6) and less for the younger children (ages 
3 and 4) resulting in an average of 2.5 
visits per child. 

The number of extracted second de- 
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Table 4 ® Extracted lor indicated for extraction) second deciduous molars 
in preschool age children by age from among 2,455 patients treated in 1954 


No. of children 


extraction among the 2,455 preschool 
children in this study is shown in Table 4 
The number of children in this study 
with lost second deciduous molars is 
startling since these youngsters received 
somewhat regular and periodic dental 
care and therefore do not represent the 
great group of dentally neglected pre- 
school children. These observations point 
up the need for the application of all 
known caries preventives, the need for 
beginning dental care when the children 
are between the ages of two and three 
and for complete maintenance service 
thereafter at frequent and regular inter- 
vals. 


SUMMARY 


Caries among preschool children is an 
enormous public health problem. The so- 


The Aim of Living * Not 


| with 1 or more 


| 
\deciduous molars 


No. of | second decidu- 
Age | children | ous molars 
| treated extracted or 
| | indicated for 
| extraction 
2 301 0 
3 744 6 
4 677 38 
5 576 85 
6 157 58 
ciduous molars or those indicated for 


Children with 1 
| or more decidu- 
} ous molars 


No. of 2nd 


extracted —%, 
0 0 
15 8 
58 5.6 
123 14.9 
112 36.9 


lution of this problem lies in caries pre- 
ventive measures and early treatment, 
the latter to begin between the ages of 
two and three, to be followed frequently 
and periodically thereafter by good care. 

Ten per cent of the population of the 
average community is composed of pre- 
school children. Children in this group 
must be included in the practice of the 
general practitioner. Failure to do so con- 
tributes considerably to the growing 
group of dental cripples found in every 
generation. 

The public health and clinical phases 
of a preschool dental program as pres- 
ently operated in a community of ap- 
proximately 185,000 is discussed. 

Statistical data with regard to def 
rates, dental visits necessary for comple- 
tion of cumulative and maintenance den- 
tal needs, as well as data on lost second 
deciduous molars is presented. 


rfection as a final goal, but the never-ending process of perfecting, 


maturing, refining, is the aim in living. . . . The bad man is the man who, no matter how good 
he has been, is beginning to deteriorate, to grow less good. The good man is the man who, no 
matter how morally unworthy he has been, is moving to become better. Such a conception makes 
one severe in judging himself and humane in judging others. John Dewey, Reconstruction in 
Philosophy. 
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Predictability of dental care needs of adults 


Walter J]. Pelton,* D.D.S., M.S.P.H., and 
Elliott H. Pennell,+ B.S., Washington, D. C. 


Two doubts have been expressed from 
time to time about the insurability of 
dental care. The first doubt concerns the 
saleability of dental health insurance and 
the second concerns the applicability of 
insurance principles in the field of dental 
health. 

The rapid development recently of pre- 
paid dental care programs for children 
on the West Coast goes far to remove 
doubt that dental health insurance 
saleable.! With regard to the second 
doubt, the basic problem in planning a 
dental health insurance program, for 
either children or adults, is to arrive at 
premium rates that cover accrued needs 
existing at the time a patient enters the 
program and then finance the subsequent 
needs which are usually much less than 
the initial service. 

Previous experience with. dental care 
programs indicates that the major re- 
habilitation problem encountered in chil- 
dren is largely the provision of operative 
dentistry.*:* It has been much more diffi- 
cult to plan prepaid dental care programs 
for adults who need a great variety of 
services other than operative. The care 
required to meet initial needs may be 
two, three or four times greater than that 
required to meet the usual annual main- 
tenance need. In at least one instance,‘ 
the initial needs of a patient joining a 
dental insurance scheme are paid for on 
a fee-per-service basis and only the main- 
tenance needs are met by the insurance 
premiums. 
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Assuming that a prepaid dental plan 
is once started, it is not known whether 
the problem is simply one of budgeting or 
whether there is variation of risk between 
individuals. If a given individual requires 
a great deal of service on his first recall 
appointment, it is not known whether he 
will continue to be a “high loss” patient 
and vice versa. 

This paper is intended to present ac- 
tuarial data describing dental care main- 
tenance requirements for adults as they 
evolved from study of a comprehensive 
dental care program.* The program was 
operated by Group Health Association, 
Inc., Washington, D. C., and provided 
continuing dental care for a limited num- 
ber of persons on a fee-per-service basis 
and represented an attempt to accumu- 
late actuarial data and administrative ex- 


Presented before the Section on Put Health Den 
tistry ninety-sixth annual session American Denta 
Association, San Francisco tober 19, 1955 

*Dental director and chief, Division Dental Re 
ources, U.S. Pub Health Service 

*Public hea'th analyst Division of Dental Resources 
U.S. Public Health Service 
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Diagnostic Services 
Treatment Servic: 


CHAIR TIME (HOURS) 
PER PATIENT YEAR 


FRST SECOND THIRD FOURTH OR LATER 
MAINTENANCE RECALL 


Fig. 1 * Diagnostic and treatment time re- 
quired for successive recalls 


perience to permit ultimate conversion 
into a prepaid dental service. Fees were 
based on the cost of rendering the various 
services to enable the program to become 
self-supporting. Services for persons par- 
ticipating on a continuing basis were 
visualized as falling into two phases. The 
first phase, that of initial care, was con- 
cerned with the elimination of accumu- 
lated dental needs and the restoration of 
the mouth to optimal health status. Com- 
pletion of this work marked the beginning 
of the second, or maintenance phase. 

During the second phase, the patient 
was recalled at regular intervals for the 
diagnosis and treatment of all dental con- 
ditions accruing since he was last seen at 
the clinic. As a condition for continued 
participation, the patient was obliged to 
accept all treatment indicated by the 
diagnosis, in accordance with a particular 
treatment plan. The objective was a high 
quality dental service in which costs did 
not influence the selection of procedure 
or materials. 

The previous report,® which presented 
findings for the entire study experience, 
included data abstracted from the clinical 
records of 1,925 patients distributed over 
all age groups. In contrast with the na- 
tion as a whole, participants were under- 
represented in the age groups 15 to 24 


years and 55 years and over and there 
was a large concentration in the 25 to 54 
year age group. Work concerned with 
caring for initial needs upon entry into 
the program extended over a period of 
three months for the average patient. The 
maintenance experience corresponded to 
22 months of continuing care and in- 
cluded more than two recall periods. 
Chair time initially required to establish 
optimal dental health for the averagé 
patient was 5.2 hours. To maintain this 
goal, 2.8 hours were needed annually for 
all services including diagnosis and treat- 
ment planning. Time consumed in ortho- 
dontic treatment and laboratory services 
was not included in the study. 

The care provided in the average recall 
series corresponds to correction of needs 
which accrued over a period of 9.4 
months. As a patient’s maintenance ex- 
perience progressed through successive 
recalls however, there was a gradual de- 
crease in the time-period covered. The 
average chair time per recall was also 
less with each succeeding recall (Fig. 1). 
The change is reflected in a reduction in 
the time required for operative, pros- 
thetic, surgical and other treatment serv- 
ices, which reduction presumably is asso- 
ciated with the fewer needs that may 
accrue over shorter periods of time. The 
average time requirement for diagnostic 
services, on the other hand, was essentially 
the same for each recall. This might be 
anticipated since the same technical steps 
and essentially the same length of time 
are involved in the diagnostic steps re- 
quired for treatment planning, whether 
the period of accruing needs be long or 
short. 

Translation of time per recall to time 
per patient-year of care results in esti- 
mates of annual treatment needs which 
are essentially the same from recall to 
recall. There is some progressive increase 
in the time per year required for diag- 
nostic services. It thus appears that re- 
ducing the interval between recalls in- 
creases the frequency with which patients 
are seen, expands somewhat the time 
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required for diagnostic services, but does 
not affect savings in the amount of treat- 
ment needed per year in a continuing 
care program. 

The study findings indicate that the 
clinic time required to meet initial and 
annual maintenance care needs was rela- 
tively low for young children (Fig. 2). 
As age advanced, clinic time gradually 
built up and continued at a higher than 
average level throughout adult life. 


PRESENTATION OF DATA 


This paper deals only with treatment 
time (excluding examinations, taking of 
roentgenograms, prophylaxes and labora- 
tory services} used to provide complete 
maintenance care for the 716 patients 
between the ages of 25 and 54 years whose 
maintenance experience included recalls 
in two or more calendar years. These 
patients entered the program at different 
times and had continued through two or 
more maintenance recalls at the time 
their records were reviewed. An individ- 
ual was classified by the calendar year in 
which he entered the maintenance phase 
of the program. Treatment time and 
months of observation were summated, 
and the average treatment time (min- 
utes) per month of observation was com- 
puted for this total period of observation 
and for each subperiod corresponding to 
the recall or recalls which started in each 
calendar year in which he participated in 
the program. Participation of these 716 
individuals averaged 27.3 months, and 
the maintenance care they received aver- 
aged 10.2 minutes of clinic time per 
month for the 1,954 periods of observa- 
tion recorded for the group. 

The maintenance needs appeared to be 
modified slightly over successive recall 
periods (Fig. 3). The average time (min- 
utes per patient per month of observa- 
tion) declined from 10.8 minutes for re- 
calls starting in the first calendar year in 
which a patient participated in the main- 
tenance program to 10.5 minutes for re- 
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NiTlAL CARE PER PERSON 


(HOURS) 


7 MAINTENANCE Care 
PER MAN- aR 


ace 


Fig. 2 * Chair time in initial and maintenance 
care 


calls starting in the second year, and aver- 
aged 9.0 minutes for recalls starting in 
the third or later years. This moderate 
decline is reflected in the distribution of 
patients by time required for needed cor- 
rective work in successive years of record. 
For this comparison all participants have 
been classified as low-need, intermediate- 
need and high-need on the basis of the 
amount of clinic time required per month 
to complete all dental treatment in a 
recall year. 

The patients classified as low-need 
either received no treatment at all or the 
treatment received required less than five 
minutes of clinic time per month of ob- 
servation. Treatment received by those in 
the intermediate-need group represented 
at least five minutes but less than 15 min- 
utes per month, while the high-need 
group was characterized by treatment de- 
mands requiring 15 minutes or more per 
month. In the first year, 40 per cent of 
all patients received less than five min- 
utes of treatment per month; for 37 per 
cent, the time required varied from 5 to 
14 minutes, and for 23 per cent, 15 min- 
utes or more per month was utilized. For 
both the second and the third or later 
recall years, however, a somewhat higher 
percentage were in the low-need category, 
and there were slight reductions in the 
proportions classified in the intermediate 
and high-need groups. 

These data suggest that the average 
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PERCENTAGE DISTRIBUTION OF PATIENTS 
BY TREATMENT TIME IN DIFFERENT RECALL YEARS 
MAINTENANCE | INTERMEDIATE- 
YEAR IN WHICH| AVERAGE | LOW-NEED NEED HIGH-NEED 
RECALL WAS | TREATMENT (Less than 5 minutes) | (5-14 minutes) | (15 minutes or more) 
INITIATED TIME™ © 10 20 30 40 SO/O 10 20 30 40/0 10 20 30 40 
| T T T T 7 T T 


FIRST | 108 
| 
second | 105 
| 
| 
| 
THIRD OR 
LATER 20 


Treatment time expressed os minutes per month per person in recoll yeor, 
eof Ons, prophy ond X-roys 


Fig. 3 * Distribution of patients by treatment time* needed in successive 
recall years 


clinic time required for full maintenance any year even though the proportions in 
care is roughly predictable for a group the low, intermediate and_high-need 
from one year to another where the pro- groups do not change greatly as the ex- 
gram provides periodic and complete cor- perience progresses over successive main- 
rection of dental needs as they accrue. It tenance years. 

is also apparent that the amount of clinic Further analysis of the data indicates 
time required to meet all treatment needs that treatment needs of individuals vary 
varies widely from patient to patient in widely from one year to the next (Fig. 4). 


AVERAGE TREATMENT TIME PER PATIENT 
IN DESIGNATED RECALL YEARS 


TREATMENT TIME™ THIRD OR 
IN FIRST FIRST YEAR SECOND YEAR LATER YEAR 
RECALL YEAR O 10 20 30} 0 10 20/0 10 20 


T 


LOW -NEED 
(Less than 
5 minutes ) 


INTERMEDIATE 
NEED 
(5-14 minutes) 


HIGH-NEED 
(15 minutes 
or more) 


* 
Treatment time expressed os minutes per month per person in recall year, 
of »brophy and X-roys 


Fig. 4 * Average treatment time* required for selected groups of patients in 
successive recall years 
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PERCENTAGE DISTRIBUTION OF PATIENTS BY TREATMENT TIME 
IN DIFFERENT RECALL YEARS 


TREATMENT TIME”)  LOW-NEED 


| HIGH-NEED 


IN FIRST (Less thon 5 minutes) (5-14 minutes) | (15 minutes or more) 
RECALL YEAR O 20 40 60 |o 20 40 |0 20 40 
LOW-NEED 52 Yj 
(Less than 

5 minutes) 55 16 
INTERMEDIATE- Yi 22 

NEED 
(5-14 minutes) 39 40 2! 


HIGH-NEED 
(15 minutes 
or more) 


Second recall year 


= Third or later recall year 


Treatment time expressed as minutes per month Per person in recall yeor, 


exclusive of examinations, prophyloxes and X-rays 


Fig. 5 * Distribution of selected groups of patients by treatment time* 


needed in different recall years 


The group identified as low-need in their 
first maintenance year averaged only two 
minutes of care per month in that year. 
During their second year these same pa- 
tients received an average of eight min- 
utes of care per month, a value more than 
four times as great as for the first year, 
and seven minutes per month during their 
third and later years of participation. At 
the other extreme, the high-need group 
averaged 28 minutes per month for their 
first recall year, but received only 14 and 
11 minutes per month respectively in sub- 
sequent recall years. The intermediate- 
need group continued in subsequent years 
to require care at average rates which 
were between those of the high and low- 
need groups. These data suggest that 
needs for low, intermediate and high-need 
groups, as determined from their first 
year of maintenance, approach average 
values which more and more closely ap- 
proximate that for all individuals as their 
participation extends over succeeding 
years. 

While these averages again indicate 
that substantial diminution can be pre- 
dicted in the amount of clinic time re- 


quired for care of the group initially 
classified as high-need and an increase in 
the amount for those initially in the low- 
need group, the distributions of individ- 
uals within each of the groups for sub- 
sequent recall years give little indication 
that future needs for an individual can 
be predicted with any assurance (Fig. 5). 
About one half of those patients who were 
classified as low-need in the first year 
were also so classified in subsequent years, 
while 16 per cent, or one in six, were later 
classified in the high-need group. On the 
other hand, 35 per cent, or one in three, 
of those initially classified as high-need 
were in the low-need category in subse- 
quent years and 30 and 23 per cent re- 
spectively were still classified as high-need 
in their second and third recall years. 


SUMMARY 


A careful analysis of the chair time re- 
quired for dental services (exclusive of 
examinations, prophylaxes, roentgeno- 


grams and laboratory services) supplied 
to 716 adult patients who participated in 
a maintenance care program for two or 
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more years indicated a remarkable con- 
stancy in the average dental need per 
patient from one year to another. There 
were wide variations, however, between 
the services obtained by different patients 
at the first recall. In addition, the length 
of time devoted to treatment of a specific 
patient at the first recall did not predict 
the time subsequently needed by him at 
later recalls. These data suggest that once 
an individual’s initial needs are met, it is 
not possible to predict his future need for 
service, yet the total experience for a 
group of patients falls into a rather pre- 
dictable pattern and the average recall 
time remains relatively constant for adult 
patients. 


CONCLUSIONS 


It is clear that the variation between chair 
time to meet the maintenance needs of 


adults for operative, prosthetic, surgical 
and other dental services is such that the 
insurance principle, as it relates to chair 
time, will apply. 

Since time utilized for examination, 
roentgenographic and prophylaxis serv- 
ices is a rather constant item and will be 
needed by all patients, diagnostic service 
would represent a fixed or an uninsurable 
item. The cost of providing diagnostic 
services, however, is known and could 
be included in the premiums for prepaid 
dental care. 

Although this study supplies no infor- 
mation as to the average time or average 
cost of laboratory services for the con- 
struction of prosthetic devices, bridge- 
work or other nonchairside services, it 
would seem that it would be possible to 
obtain average figures for such costs and 
include them in a premium for dental 
health insurance. 


Waiting * Pure waiting is torture; no one could bear to sit seven years, or seven days, or walk 
up and down and wait, as one can do for perhaps an hour. In the larger and larger time units, 
that cannot happen, because waiting gets longer and thinner. .. . . A half hour of pure and 
mere waiting is more frightful and more cruel than waiting that can be put into a life of seven 


years.... Wh 


at we await close at hand affects us, precisely because of its nearness; it transforms 
our patience into nerve and muscle consuming impatience. 


. Such is the origin of the 


surprising truth, that no matter with what degree of longing we wait, we do it not with more 
difficulty, but with more ease, the more distant in time lies the goal of our hopes. Thomas Mann, 


Joseph and His Brethren. 
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Surgical approach in periodontal treatment 


Richard Chace, D.D.S., Orlando, Fla. 


The surgical approach to the treatment 
of the periodontal pocket may be made 
in a number of ways. The simplest is 
to treat all periodontal pockets that do 
not disappear after prophylaxis with a 
gingival resection. Although this was the 
procedure followed by many of the devel- 
opers of the surgical technic, it is becom- 
ing less and less favored among dentists 
who have received their periodontal 
training in the last few years. The 
extent that surgery should be employed 
in periodontal practice is something that 
each practitioner must decide for him- 
self. The important thing is that the 
decision of how the individual patient 
should be treated must be guided by 
sound biologic principles. This paper will 
endeavor to present some of the princi- 
ples that guide the choice of treatment 
and will try to present a rationale of 
various surgical technics. 

The most important principle that 
must be kept in mind is that there is an 
immense variation in individuals and in 
their response to therapeutic procedure. 
This variation is to a large extent unpre- 
dictable and can be ascertained only by 
a close observation of the response to 
treatment. Because periodontitis is a 
chronic disease instead of an acute dis- 
ease, definitive treatment of the perio- 
dontal pocket does not have to be deter- 
mined until after preliminary treatment 
has been completed and the patient’s 
reaction observed. In preliminary treat- 
ment the known etiologic factors are re- 
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moved, and the gingival tissues are got- 
ten into a relatively noninflammatory 
state. Supragingival calculus is removed, 
a preliminary curettage of the pocket is 
performed, the major part of occlusal 
equilibration is completed and an ade- 
quate home care technic is taught the 
patient. It is well to allow several weeks 
to pass before the condition is re-evalu- 
ated and the definitive treatment of the 
pockets is decided on. Usually the shal- 
low pockets will be eliminated by this 
first procedure. A very favorable re- 
sponse might encourage the operator to 
continue with conservative treatment. 
Otherwise, some form of surgical inter- 
vention should be considered. 

The purpose of surgical intervention is 
to produce atrophy of the soft tissue wall 
of the pocket and to give proper archi- 
tecture to the gingivae. If more conserva- 
tive procedure will accomplish these ends 
without an unreasonable expenditure of 
time, it is illogical to resort to surgery. 
The deeper the pocket, however, the 
more hypertrophic or fibrous the gingi- 
vae, and the greater the amount of de- 
generating granulomatous tissue in the 
deeper part of the soft tissue wall, the 
more surgical intervention is indicated. 

There has been a tendency in the lit- 
erature to report cases that illustrate the 
use of gingivectomy over the entire 
mouth. The inference is taken by many 
dentists that a choice must be made be- 
tween surgery and some other procedure. 
Actually, the typical case of periodontal 
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involvement is more likely to offer oppor- 
tunity for several kinds of treatment. 
Only a small percentage of patients have 
deep pockets all over the mouth. It is 
rare that even the most ideal patient for 
subgingival curettage does not have at 
least a few regions that could not be 
treated better by surgical removal of the 
soft tissue. 

Although the author has a_ limited 
practice and sees the most advanced 
forms of periodontal disease, only about 
15 per cent of his patients are treated 
by a full mouth resection. About 20 per 
cent are treated by curettage only. The 
remaining 65 per cent are treated by a 
combination of methods. 

The simplest use of the gingival resec- 
tion is in conjunction with curettage. 
Frequently there will be one or two 
pockets present in one region that are 
much deeper than those around the 
other teeth. A resection can be performed 
on these pockets at the same sitting as 
the curettage. Since curettage is often 
carried out under local anesthesia, little 
extra time or trouble is involved. It is 
frequently of advantage to contour some 
regions of the gingivae by scraping, even 
when the entire thickness of the soft tis- 
sue is not removed. It is, of course, just 
as important that the root surface of 
the resected regions be curetted as it is 
in the curettage regions. An important 
cause of failure in periodontal surgery 
is inadequate smoothing of the root sur- 
faces. A gingival resection is curettage 
of the root plus the removal of the soft 
tissue wall—not merely the latter. 

Conservatism must be a guiding prin- 
ciple in the selection of treatment. Not 
only does this statement imply that tissue 
is never excised needlessly, but also that 
reattachment must be attempted when- 
ever it has a reasonable chance to suc- 
ceed. Although this article does not 
deal with practice management, some 
space must be given to this phase of den- 
tistry in order to show how conservatism 
may be made practical. 


In handling all periodontal cases, the 
operator must make an arbitrary divi- 
sion of the simple and the complex, o1 
advanced, forms. The treatment of the 
latter should be extended over a year’s 
time and should be charged for on a 
fixed fee basis. The major portion of treat- 
ment is finished in the first few months, 
but the patient is seen frequently for 
checkups for the rest of the year, and any 
necessary supplementary treatment is 
done at that time. The advantages of 
this method are many: it enables the 
dentist to observe the reactions to pre- 
liminary treatment without the pressure 
of getting through with the treatment, 
and, after major treatment is completed, 
it gives the dentist a second look at any 
region that might need further attention. 
Frequently, reattachment is only partial, 
and another small operation is indicated 
to gain a good result. Occasionally a 
region will need recontouring. The oc- 
clusion sometimes shifts after active 
treatment. The patient is well prepared 
for this if he knows his active treat- 
ment covers a year’s time. Most im- 
poxgtant of all is the effect on the op- 
erator’s mind. He will tend to be more 
conservative if he knows that he does not 
have to be perfect on his first attempt. 


REATTACIIMENT 


When response to preliminary treatment 
has been favorable, reattachment should 
be considered in two kinds of pockets: 
(1) infrabony pockets and (2) narrow, 
deep, suprabony pockets. 

In both kinds of pockets, reattachment 
often may be attained by subgingival 
curettage plus the careful removal of 
the epithelial attachment and the soft 
granulation tissue. Success is usually 
greater if a combination of curettage 
and tissue removal is used. It must be 
emphasized, however, that the prelimi- 
nary treatment of pockets where reattach- 
ment is to be attempted must be com- 
plete. All causal factors must be removed, 
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and there must be no inflammation dis- 
cernible in the soft tissue. The nearer the 
tissue is to normal histologically, the 
greater the chance of reattachment. An 
effective method of achieving this pre- 
operative condition is by packing. A long, 
flat wisp of cotton is impregnated with 
a creamy mix of surgical cement and is 
carried to the bottom of the pocket with 
a flat plastic instrument. The entire 
pocket is filled, and the pack is left for 
two or three days. When the pack is re- 
moved, the pocket will be expanded, and 
the root surface can be carefully curetted. 
The attempt at closure is made two 
weeks later. 

When infrabony pockets are narrow, 
that is, when the crest of the bone is not 
far from the root, subgingival curettage 
has its greatest chance of success. A 
broader pocket requires that the soft 
tissue superior to the bone be excised 
with a Towner or Sanders scalpel. All the 
soft tissue between the bone and the root 
is removed with curets, and the root 
surface is curetted until it is perfectly 
smooth. The epithelial attachment is re- 
moved with fine curets. The operative 
site is then isolated, and, while the gap 
between the root and bone is filling with 
blood, the margins of the incision are 
rounded and contoured by being scraped 
with a sharp Buck scalpel. The pack is 
not inserted until a firm blood clot is 
formed between the root and bone. Great 
care must be taken not to disturb or dis- 
place this clot with the pack. It is well to 
cover the pack with adhesive tin foil 
for a few days. The pack should not be 
disturbed for 12 days, and no attempt 
should be made to probe the operative 
site for at least three weeks. 

Reattachment may be achieved with 
subgingival curettage of a region or with 
a regular resection. If reattachment is 
partial, it is well to wait at least a month 
or six weeks before reoperating. The 
second operation is usually more con- 
servative than the first, since the supra- 
bony pocket wall is no longer present, 
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and since the new tissue that has filled the 
space between the bone and root is of 
better quality than the degenerating 
granulation tissue found originally. 

When a number of deep infrabony 
pockets occur in a region or when exos- 
tosis is present, a flap operation may be 
considered. The flap must be planned 
so that adequate access and visibility can 
be obtained. The flap enables the opera- 
tor to smooth jagged edges of bone, re- 
move bone for architectural purposes and 
smooth the root surfaces adequately. 
Granulation tissue is removed with curets 
and small scissors, and the flaps are su- 
tured back into place. It is well to cover 
the region with tin foil or a pack for a 
few days. The sutures are removed in 
four days. It is usually necessary to fol- 
low up the operation at a later date with 
deep curettage and removal of residual 
pockets, because it is almost impossible 
to predict where reattachment will oc- 
cur and how much atrophy of the soft 
tissue wall will take place. 

Narrow, deep, suprabony pockets 
found on labial and lingual surfaces are 
best treated by the excising of only 2 or 
3 mm. of the gingival margin and then 
the thorough curettage of the root sur- 
face. The inner surface of the soft tis- 
sue wall and the epithelial attachment 
are removed with very sharp curets, and 
the wall is held firmly against the root 
with a sterile gauze pad for at least five 
minutes. A pack is placed, being careful 
to cover 4 or 5 mm. of the gingiva. 

Beube' has described an interdental 
resection for the treatment of deep inter- 
proximal pockets that do not extend to 
the buccal or lingual aspect of the teeth. 
In this operation a wedge-shaped section 
of tissue is removed from the papilla, 
the apex of the wedge being just above 
the interproximal bone crest. After gran- 


|. Beube, F. E. Interdental tissue resection: an experi- 
mental study of a surgical technique which aids in 
repair of the periodontal tissues to their original contour 
and function. Am. J. Orthodont. & Oral Surg. (Oral 
Surg. Sect.) 30:497 June 1947. 
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ulation tissue is removed and the root 
surfaces are planed, the outer surfaces 
of the papilla are scraped to insure proper 
gingival architecture, and a clot is al- 
lowed to form in the crater. Great care 
must be taken so that this clot is not 
displaced by the pack. The papilla is 
well formed at a slightly lower level 
when healing is complete, and connective 
tissue reattachment in the deeper por- 
tions may be expected. 


STANDARD RESECTION 


The gingival resection is often the 
method of choice in the elimination of 
moderate to deep horizontal pockets in 
periodontitis simplex. There are a num- 
ber of operations that may be used, and 
all are effective if proper principles are 
kept in mind. The gingival wall of the 
pockets is excised to the attachment, care 
being taken to bevel the incision as much 
as possible so that shelf formation is mini- 
mized. After the buccal and lingual strips 
are removed, the region is probed care- 
fully to be sure that no portion of a 
pocket is left inadvertently. Since pock- 
ets often vary considerably in depth, sup- 
plementary contouring usually is neces- 
sary. 

If proper preliminary treatment has 
been effected, there should be little cal- 
culus remaining on the root. Any remain- 
ing bits will be removed in the routine 
planing of the root surfaces. This step 
is identical to that carried out in sub- 
gingival curettage, although larger in- 
struments may be used. The roots must 
be glassy smooth before this step can be 
considered complete. The question is 
often asked why the dentist bothers to 
work so hard on the root surfaces when 
they will be above the new gingival sur- 
face. There are good reasons for insist- 
ing on this curettage. The new epithelial 
attachment should be on fresh, clean root 
and not on pus-soaked cementum. Sec- 
ondly, gingival regeneration is the rule 
after gingivectomy. The porosity of the 


root surfaces is often enough of an irri- 
tant to encourage inflammation of the 
new tissue. The author has often been 
able to rectify a poor surgical result with 
an adequate root curettage. 

Smooth polished roots will make it 
much easier to keep the operative site 
clean after healing occurs. Particular 
attention should be given to the cemento- 
enamel junction, as caries often occurs 
here. Pointed stones, disks, linen strips 
and sharp instruments may be used to 
make this region self-cleansing. This lat- 
ter step may be done after healing when 
the mouth is again carefully gone over 
with instruments to remove any remain- 
ing bits of calculus or soft cementum. 
Although visibility is good when proper 
suction apparatus is used, the region 
cannot be completely visualized at the 
time of the operation, and a follow-up 
curettage is of utmost importance if the 
maximum result in treatment is desired. 

Bifurcation involvements may be 
treated successfully by gingival resection 
if other factors are favorable. If the 
deeper aspects of the pockets are infra- 
bony, an attempt at reattachment may 
be made. It is highly recommended that 
the cementum in the bifurcation be re- 
moved by a stone or surgical bur until 
a hard surface is reached. It is almost 
impossible to do this with a curet. An 
area must be left that can be kept clean 
with a toothpick. 

As in all kinds of gingival surgery, no 
efforts must be spared in the improving 
of gingival form. The use of scissors and 
the scraping action of a very sharp scal- 
pel are effective in the production of 
well-contoured gingival tissue. If a choice 
has to be made between a shallow sulcus 
and proper architectural form, the latter 
should be chosen. A healthy sulcus sev- 
eral millimeters deep can often be seen. 
A broad gingival shelf almost invariably 
shows degenerative changes. 

It is of advantage to use gingivectomy 
to eliminate shallow pockets when there 
is a great deal of poor dental work 
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present. Overhanging margins and _ill- 
fitting crowns make subgingival curettage 
almost impossible. Excision of the gin- 
gival wall should be done in these in- 
stances before the operative work is 
started. 

The gingivectomy is used in instances 
in which curettage has not been success- 
ful. There will be a significant number of 
moderately deep pockets that refuse to 
respond even after the most careful in- 
strumentation. When the tissue is excised, 
cheesy, friable granulation tissue will 
usually be found in the deeper regions. 
This degenerating tissue should be com- 
pletely removed. It will be found that 
these tissues often heal rather slowly. 
When soft tissue curettage and the re- 
moval of granulation tissue are consid- 
ered, it must be remembered that this 
tissue varies in quality. Fibroblasts may 
dominate the picture, and it would be 
illogical to remove this tissue that has 
such a high biologic potential. On the 
other hand, if pus cells dominate the 
picture, complete curettage should be 
carried out, and new granulation tissue 
will form in the clot. 

Interproximal crater formation that 
follows subacute necrotizing gingivitis 
should be treated conservatively if possi- 
ble, but unless regeneration of the papil- 
lae takes place promptly, a surgical re- 
contouring must be done. All too often 
such conditions go on and on until great 
amounts of interproximal tissue are de- 
stroyed. 

In very deep pockets the standard gin- 
gival resection is of little use because of 
the impossibility of both preserving 
proper gingival form and eliminating all 
the pocket. A modified resection is best 
employed here, with the soft tissue wall 
being excised only to the point where 
proper contour can be maintained. The 
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remaining pocket is curetted very care- 
fully, and the granulation tissue on the 
inner wall is removed. Although this pro- 
cedure is far from ideal, it is often better 
than the extraction of the teeth. All den- 
tists are called on to treat hopeless con- 
ditions, and it is amazing how well they 
sometimes turn out if the foregoing pro- 
cedure is followed. The patient should 
be taught to porte-polish such teeth once 
daily after healing. An improvement in 
the bone is usually revealed in follow- 
up roentgenograms, and the sulcus shows 
no clinical sign of inflammation. 

The compromises that must be made 
in this kind of condition are only exag- 
gerations of compromises that must be 
made in every instance of periodontal 
disease. I have never seen a treated per- 
iodontal patient whose mouth did not 
have several regions that were far from 
perfect. The “zero” sulcus was presented 
as an ideal, not as a practical end result. 
Clinical experience shows that deep sulci 
often continue in an apparently healthy 
state for years. The recent work of Waer- 
haug” gives some scientific evidence to 
the old clinical observation that a “healed 
pocket” may be really healed. 

The last principle to remember is that 
no matter how well pocket elimination 
is accomplished, expert professional care 
is a necessity if gingival health is to be 
maintained. The dentist who dismisses 
his patient without arranging for regular 
preventive treatments might as well not 
have operated in the first place. The 
definitive treatment eliminates the pock- 
ets, but the maintenance phase of treat- 
ment saves the teeth. 

621 East Colonial Drive 


2. Waerhaug, Jens. Gigi pocket. Odont. Tskr 
60:Suppl. |. Oslo, Norway, Reistad and Sons Boktrikker 
1982. 
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Mat gold foil 


with a veneer cohesive gold foil surface 


for Class V restorations 


John R. Koser, D.D.S., Los Angeles, and 
Rex Ingraham, D.D.S., Hollywood, Calif. 


Placement of Class V gold foil restora- 
tions in the gingival area should not be 
considered a specialized procedure today. 
A knowledge of the requirements of 
cavity preparation, and the acquisition of 
skill in the manipulation of gold foil and 
in the finishing of the restoration enables 
the dentist to provide his patients with a 
superior health service. 

The diagnosis and treatment of condi- 
tions of the dentition should not be de- 
termined by the operator’s ability or lack 
of ability to perform a particular opera- 
tion. The patient’s welfare should de- 
termine the choice of restorative material 
and the procedure to be followed in each 
instance. The restoration of gingival sur- 
faces attacked by dental caries and 
erosion is a constant problem to every 
general dental practitioner. The use of 
amalgam, siliceous cements and _ the 
newer plastic materials leaves a great 
deal to be desired in the treatment of 
these conditions. The permanency, tissue 
tolerance, and esthetic results of each of 
these materials can be challenged. 

It is not, however, the purpose of this 
paper to discuss the advantages of gold 
foil as a restorative material, but rather 
to offer a simplified procedure that will 
overcome the prejudices against its use. 
The most common objections to the use 


ot gold foil have been the tediousness of 
gold foil procedures, the discomfort to 
the patient as well as possible traumatic 
injury. 

Development of the new “mat-co- 
hesive” technic for the placement of Class 
V gold foil restorations has, to a large 
extent, eliminated these objectionable 
factors. Three fourths to four fifths of a 
Class V prepared cavity can be filled 
with a core of mat gold foil in a matter 
of minutes. It is easily swedged into the 
retentive portions of the cavity with hand 
pressure. The only mechanical condensa- 
tion required in this technic is the 
recondensation of mat foil into the re- 
tentive portions of the cavity and the 
stepping of cohesive foil over the surface 
of the mat foil. This veneer of cohesive 
gold provides a protective layer over the 
mat foil core and seals the surrounding 
cavosurface margins of the preparation. 
It is possible to place ideal restorations 
of much greater size in gingival cavities 
in less time and with a minimum of 
trauma when the “mat-cohesive” technic 
is employed. 


Presented as part of a symposium, ‘‘Selection and 
Use of the Available Restorative Materials" before the 
Section on Operative Dentistry, ninety-sixth annual ses- 
sion, American Dental Association, San Francisco, Oc- 
tober 19, 1955 
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COMPARISON OF PHYSICAL 
PROPERTIES 


Mat gold foil differs from the so-called 
cohesive type foils. It is a fine, electrolytic, 
crystalline deposit made adhesive by the 
nature of its finely divided crystalline 
structure and by the extremely pure state 
of the metal itself. Its mechanical 
strength is the result of a special molding 
and heat treatment process. This 
property renders it easier to manipulate. 
Because mat gold foil is highly adhesive 
and cohesive, and because it is more 
readily adaptable than other types of foil, 
it is ideally suited for building up the 
internal bulk of Class V, Class I and the 
occlusal portion of Class II restorations. 
Hand instruments of proper size and 
shape should be employed. The best re- 
sults have been obtained when using 
hatchet and hoe type parallelogram con- 
densers. The face of these instruments is 
1 mm. long and .6 mm. wide and is 
slightly rounded at the edges to prevent 
tearing of the foil and to permit the in- 
strument to be used in a rocking motion. 
A modified Royce type of serration is 
preferable. A thumb and finger stop on 
the shank allows maximum finger pres- 
sure during condensation (Fig. 1). 

Mat foil should not be used on the sur- 
face of restorations. Its crystalline-like 
structure apparently does not weld into 
as homogeneous a mass as cohesive type 
golds, therefore, there is a _ greater 
tendency to surface pitting. This unde- 
sirable quality of mat foil is eliminated 
by surfacing it with a veneer of cohesive 
gold foil. A cohesive gold foil surface, 
when properly condensed, will resist pit- 
ting and will receive and maintain a 
high polish ideal for tissue tolerance. 


HIGHER FREQUENCY WELDING 
OF GOLD FOIL 


Both laboratory research and clinical in- 
vestigation have indicated definite advan- 
tages to the welding of cohesive type 
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gold foil by means of high frequency 
vibrations with very low magnitude. All 
dentists are familiar with the present 
methods of condensation in which either 
hand malleting or the low frequency me- 
chanical condenser is employed. The 
present malleting methods using 360 
vibrations per minute or less, require 
considerable magnitude of the blow for 
adequate condensation of the foil. In- 
vestigations indicate that vibrations of 
approximately 3,600 cycles per minute 
with very low magnitude will accomplish 
the same condensation and weld of gold 
foil as the present methods without re- 
sultant traumatic discomfort to the pa- 
tient or unfavorable postoperative symp- 
toms. 

Knoop values have been determined 
for specimens of gold foil welded by both 
methods. Specimens nos. 1, 2 and 3 were 
condensed with the pneumatic type con- 
denser adjusted to its maximum fre- 
quency (360 vibrations per minute) and 
magnitude of blow (see table). Speci- 
mens nos. 4, 5 and 6 were welded at 
approximately 3,600 vibrations per min- 
ute with very low magnitude. By com- 
parison, the average Knoop value of the 
specimens welded by the new high fre- 
quency technic is slightly higher than the 
average hardness of those condensed at 
the familiar low frequency. This indicates 
that the magnitude of the blow bears an 
inverse relationship to the frequency of 
the blow. 

One of the most apparent advantages 
of this method of condensation is the 
highly favorable reaction of the patient 
during placement of the foil. Elimination 
of the hand mallet and mechanical con- 
denser alleviates patient discomfort dur- 
ing the operation. Every restoration 
should be placed with as much care and 
consideration and safeguarding of vital 
tissue as is commensurate with practical 
procedure. 

Adaptation and seal of the fragile 
cavosurface margins of the cavity without 
damaging enamel or cementum have al- 
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ways required the utmost skill of the 
operator. By employing only the lightest 
touch with the high frequency condenser 
point, foil can be adapted against 
surrounding walls without danger of 
damaging the cavity margins. After 
sufficiently banking foil against the cavo- 
surface angles of the cavity, more finger 
pressure may then be exerted to insure 
adequate density of the foil sealing the 
margins. Foil also can be laid down on 
the surface of the restoration with much 
greater rapidity than with the present 
methods of condensation. 

The initial studies of this technic have 
been accomplished with experimental 
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Table ® Left: Knoop values for specimens 1, 2, 3 condensed with mechanical condenser, 
360 vibrations per minute, high magnitude of blow. Right: Knoop values for specimens 4, 5, 


apparatus. An electronic unit is under 
development which has been tested for 
versatility and dependability. Both fre- 
quency and magnitude are manually 
controlled in this unit by means of 
variable resistors. Condensation by higher 
frequency produces principally a surface 
welding of the foil. For this reason, it has 
been found necessary to employ a blow 
of lower frequency with increased magni- 
tude when swedging a bulk of mat foil 
into the retentive portions of the cavity. 

A dry field is essential for the proper 
placement of gold foil as well as for any 
other restorative material. With little ex- 
perience, the practitioner can obtain iso- 


6 condensed with high frequency condenser, 3,600 vibrations per minute, very low magni- 


tude of blow 


Specimen | 
100 Gm. Knoop 


Test A, 319 F.U. 
B, 305 F.U. 
C, 311 F.U. 
D, 310 F.U. 
E, 298 F.U. 


Specimen 2 
100 Gm. Knoop 


Test A, 312 F.U. 
B, 301 F.U 
C, 298 F.U 
D, 293 F.U 
E, 311 


Specimen 3 
100 Gm. Knoop 
Test A, 310 F.U. 
296 
299 F.U. 
304 F.U. 
307 F.U. 


304.9 Average for 

low frequency, 
high magnitude 
method 


Specimen 4 


100 Gm. Knoop 


Test A, 314 F.U. 
B, 292 F.U. 
C, 307 F.U. 
D, 343 F.U. 
E, 321 F.U. 


| Specimen 5 


Note: F.U. refers to “‘filar units."’ A 10.25 mm. lens was used in examining each specimen. 


| Specimen 6 


100 Gm. Knoop 


Test A, 293 F.U. 
B, 303 F.U. 
C, 319 F.U. 
D, 312 F.U 
E 309 F.U 


100 Gm. Knoop 
Test A, 293 F.U. 
B, 340 F.U 
C, 306 F.U. 
D, 312 F.U. 
E, 319 F.U. 


312.2 Average for 

high frequency, 
low magnitude 
method 


| 
| 
1) 
| 
| 
? 
ig 
= 


lation of the area and a clear field of 
operation quickly and efficiently through 
application of the rubber dam. Only lack 
of experience with rubber dam technic 
can create an aversion to its use. Any 
dentist willing to force himself to the 
initial use of the rubber dam soon will be 
convinced of its value as a timesaver and 
as a method by which he can obtain su- 
perior results with less effort. 


CAVITY DESIGN 


Design of the Class V cavity for the re- 
ception of gold foil is simple. Proper 
application of the rubber dam and care- 
ful retraction of the gingival tissue by a 
cervical clamp provide an excellent field 
of operation with adequate room for 
placement of the gingival wall under the 
protection of the free margin of the 
gingiva (Fig. 2). The position of the 
retracted septum is an excellent guide for 
determining the extensions of the mesial 
and distal walls of the cavity. These walls 
normally extend to, or lie beyond, the 
angles of the tooth and are placed under 
the protection of the free gingival tissue 
to prevent recurrence of caries at the 
margins of the cavity. The incisal or oc- 
clusal wall is carried to the height of the 
cervical contour of the crown. The out- 
line form of this wall can be developed 
to harmonize with tooth form and with 
the plane of the occlusion remarkably 
well. The presence of erosion, decalcifi- 
cation or tissue recession influences the 
extensions of the Class V cavity outline 
form. 

Common variations in outline form 
are illustrated in Figure 3.! A_ illus- 
trates a straight incisal or occlusal 
margin which is indicated where there 
has been considerable destruction of 
enamel tooth surface in the cervical 
region. B shows a curved incisal or occlu- 
sal margin which produces a more 
harmonious outline form and allows for 
greater conservation of labial and buccal 
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tooth surfaces. C indicates that where 
gingival erosions extend into interproxi- 
mal embrasures, cavity outline must be 
extended to include these regions. D 
shows that where lines of decalcification 
follow the crest of the gingiva, box forms 
must be extended in the direction of con- 
tact points to include them. 

Retention for the foil is obtained by 
placing a slight undercut just within the 
dentin of the occlusal and gingival walls 
(Fig. 4). If the incisal or occlusal wall 
is undercut too much, the cavosurface 
angle of the cavity will be weakened. 
The esthetics of the restoration also will 
be impaired by a reflection of the under- 
lying gold through the tooth structure 
above the margin of the filling. The 
proximal walls diverge slightly from the 
cavity in such a manner as to maintain 
maximum strength (Fig. 5). They are 
not undercut and therefore provide little 
retention for the foil. A slight cavosurface 
bevel is placed on the incisal and gingival 
margins to remove unsupported enamel 
and to provide greater strength to the 
cavosurface margins of these walls. There 
is no need for placement of a cavosurface 
bevel on the mesioproximal and disto- 
proximal margins of the cavity since the 
slight flare of these walls provides the 
cavosurface angle with adequate strength. 


PREPARATION 


A standardized procedure must be fol- 
lowed in the development of the Class V 
cavity preparation and the placement of 
the foil if the restoration is to become 
economically practical for routine office 
use. The following points are to be ob- 
served in the preparation of the cavity: 

1. A thin diamond wheel 5 to 6 mm. 
in diameter is used to outline the occlusal 
or incisal wall and to remove the bulk of 


1. Ingraham, Rex. Application of _sound biome- 
chanical principles in the design of inlay, amalgam 
and gold foil restorations, J.A.D.A. 40:402 Apri! 1950 
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tooth structure in the central portion of 
the cavity. By extending this cut to the 
margin of the free gingiva, the height of 
the gingival crest is indicated on the 
tooth. This guide is beneficial in making 
the final adjustment of the cervical clamp 
(Fig. 6). 

2. The rubber dam is prepared by 
punching holes to include the opposite 
cuspid and two or three teeth distal to 
the tooth to receive the restoration. The 
hole for the tooth to be operated on 
should be offset labially or buccally (Fig. 
7). The rubber dam is placed on the 
teeth and invaginated around each tooth 
to prevent the saliva from seeping into 
the field of operation. A Ferrier 212 cer- 
vical clamp is then placed on the tooth 
to be operated on and the rubber dam 
and tissue retracted so that the gingival 
margin of the completed restoration will 
be located approximately | mm. below 
the free gingiva. The bows of the clamp 
are secured to the teeth with compound 
(Fig. 2). 

3. The outline of the cavity is com- 
pleted with a no. 3342 or no. 34 inverted 
cone bur (Fig. 8). 

The first cut establishes the gingival 
wall 0.5 mm. above the cervical clamp. 
The bur is introduced in an axial direc- 
tion using finger rest control to the fullest 
advantage. This wall must not be carried 
beyond the width of the arm of the 
cervical clamp. 

The second cut establishes the distal 
wall by introducing the bur from the 
mesial direction. 

The third cut establishes the mesial 
wall by introducing the bur from the dis- 
tal direction. For the greatest speed and 
efficiency in preparing this cavity, these 
three walls should be carried to their 
complete extension with the initial cuts 
of the bur. This reduces the amount of 
planing necessary with hand instruments. 

The fourth cut with the inverted cone 
bur is made by introducing the bur at 
right angles to the long axis of the tooth 


718 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


completing the incisal extension youghly 
established by the diamond wheel. 

4. All four walls are now refined by 
planing with a monangle hoe. The 10 by 
4 by 8 instrument is suitable for this plan- 
ing action and is used both as a chisel and 
a hoe (Fig. 9). The pulpal axial floor 
also may be planed with this instrument. 

5. The undercut for retention is 
placed just within the dentin of the oc- 
clusal and gingival walls. This can be 
done most efficiently by introducing a 
6% by 2% by 9 monangle hoe at right 
angles to the long axis of the tooth, then 
dragging the instrument sideways through 
these line angles to produce an undercut 
(Fig. 10). 

6. The cavosurface finish is placed on 
the gingival wall of the cavity with a 
monangle hoe. A fine sand disk mounted 
on a mandrel in the contra-angle hand- 
piece may be used to establish the cavo- 
surface finish of the incisal wall (Fig. 
11). It is necessary to hold this disk in a 
fixed buccolingual position to produce a 
sharp definite cavobevel. 


CONDENSATION 


1. Mat foil is dispensed in narrow, me- 
dium and wide strips. Precaution is taken 
not to contaminate the foil with moisture, 
oil or dust. A small pair of surgical 
scissors is used so as to avoid crushing 
the mat, and the following pieces are 
clipped from the dispensed sections and 
are placed on the electric bulk annealer: 

One large cantle to approximate the 
actual size of the cavity. 

Several narrow cantles with length ap- 
proximating the length of the cavity 
walls. 

A selection of very thin wedges. 

One or two large pellets of extra 
pliable cohesive foil. 

These large pellets are placed on the 
annealer at this time (Fig. 12). Mat foil, 
unlike cohesive foil pellets, comes from 
the factory perfectly annealed. Further 
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heating of the mat foil at this time is an 
extra precaution against occluded mois- 
ture. Cohesive type foil is treated with 
ammonia gas by the manufacturer to 
render it noncohesive for storing. The 
annealing of the cohesive pellet drives this 
gas from the pellet, removing moisture 
and other occluded gases, thus restoring 
its cohesiveness. The electric bulk an- 
nealer should maintain a temperature of 
from 650°F. to 700°F. The mat foil and 
the cohesive foil are placed on the an- 
nealer after it has reached its maximum 
temperature. The optimum time for 
annealing before use is from 8 to 10 
minutes. 

2. When the foil has been annealed, 
one of the cantles of mat foil, cut to 
approximately the size of the cavity, is 
positioned within the cavity preparation 
(Fig. 13). 

3. A pellet of the large extra pliable 
cohesive foil is then taken from the an- 
nealer and placed over the mat foil to 
act as a matrix (Fig. 13). Without the 
protection of this matrix of extra pliable 
cohesive foil, the mat has a tendency to 
flake and crumble from the cavity during 
condensation. The initial condensation is 
now carried out with hand pressure. 
Hatchet and hoe type parallelogram 
hand condensers are designed to allow 
the operator a maximum amount of con- 
trol and finger pressure. The mat foil is 
driven into the retentive line and point 
angles and adapted against the surround- 
ing walls. This first cantle of mat foil is 
further swedged into retentive line and 
point angles with a no. | condenser point 
by hand or by mechanical condensation 
(Fig. 14). 

4. The strips cut to the approximate 
length and width of the cavity walls are 
now placed in position and swedged 
against the cavity walls with firm hand 
pressure (Fig. 15). Complete adaptation 
is attained by further condensation with 
a no. 2 point using either hand or me- 
chanical pressure. Additional cantles of 
mat foil are added in this manner until 
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all surrounding marginal angles of the 
cavity are banked with gold foil (Fig. 16). 

5. The smallest wedge-shaped frac- 
tions of annealed mat foil are now used 
to correct imperfections in the final 
banking of the cavosurface margins. 

Larger cantles of mat foil may then be 
used to build up the center portion of the 
cavity until three fourths to four fifths 
of the cavity is filled (Fig. 17). 

Mat foil should never be allowed to 
extend beyond the margins of the cavity. 
Although it is intended to bank the sur- 
rounding cavosurface margins completely 
as a protection against injury by a con- 
denser point during the malleting of co- 
hesive pellets, it should never be carried 
up to the final convexity of the finished 
surface. 

6. The veneer of cohesive gold is now 
added to the restoration. Each pellet of 
foil is carefully stepped toward the sur- 
roundirg cavity walls. The portion ad- 
jacent to the walls is built ahead of the 
center portion. Any excess foil should be 
removed from the margins as it appears 
in order to keep the outline of the cavity 
in view at all times. The gingival portion 
of the foil must be contoured to re-estab- 
lish the normal confluence of the tooth 
surface; thus, injury to the marginal 
tissue during mastication is prevented. 
Proper gingival contour stimulates cir- 
culation and promotes good tissue tone 
(Fig. 18). 


FINISHING 


1. A pull file is ideally suited to re- 
move excess foil and to burnish the mar- 
gins of the occlusal portion of the restora- 
tion. Push files may be used to remove 
excess from the proximal walls and gin- 
gival margin. If the cervical clamp is 
quite close to the gingival margin of the 
cavity, the tip of a regular gold knife is 
used to shave the foil carefully down to 
the margin. : 

2. The next phase in refinement is 
carried out with the Jones Special Gold 
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Fig. 1 * Hatchet and hoe type parallelogram 
condensers are used for hand condensation 
of mat gold foil 


Fig. 2 * Proper application of rubber dam 
and proper placement of no. 212 cervical 
clamp (securely blocked with compound) 
holds gingival tissue in retracted position 


Fig. 3 * Variations in Class V outline form 
correspond to condition of tooth 


Fig. 4 * Principal retention in a Class V foil 
preparation is obtained by slightly accen- 
tuating gingivoaxial and occlusoaxial line 
angles placed just within the dentin 
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Fig. 5 * Complete undercutting of surround- 
ing walls dangerously weakens enamel and 
cementum margins 


RIGHT WRONG 
Fig. 6 * A thin diamond wheel is used to 
establish outline form and to remove bulk of 
tooth structure in central portion of cavity 
: | 
~ 
Fig. 7 * Rubber dam should be punched to ’ Y 
include opposite cuspid and two or three o 
teeth distal to tooth receiving the restoration j 
to provide adequate access to the immediate ‘ : 4) 
field of operation >! se 
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Fig. 8 * The 3342 inverted cone bur estab- 
lishes final extensions of outline form 


Fig. 9 * A 10-4-8 monangle instrument is 
used to finish the surrounding walls of the 
cavity 


Fig. 10 * A 6Y2-2Y2-9 monangle hoe is used 
to establish the retentive gingivoaxial and 
occlusoaxial line angles within dentin 
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Fig. 11 * A Y2 inch fine sandpaper disk is 
used to define and polish the incisal or oc- 
clusal wall of the cavity 


Fig. 12 + A number of cantles of assorted 
sizes are clipped from the ribbon of mat foil 
and are placed on a bulk annealer which 
maintains a temperature between 650°F. and 


700°F. 
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Fig. 13 * A cantle of mat foil approximating 
the size of the cavity is placed in position. 
A large pellet of extra pliable cohesive foil 
is placed over the cantle of mat foil to act 
as a matrix during condensation 


Fig. 14 + This first cantle of mat foil is 
further swedged into retentive portions of 
the cavity with a no. 1 condenser point with 
hand malleting or mechanical condensation 


Fig. 15 * All surrounding marginal-cavosur- 
face angles of the cavity are banked with 
mat foil by condensation with hand parallelo- 
gram condensers. These instruments are also 
used to remove any excess mat foil that may 
extend beyond the cavomargin of cavity 


aw 

= 
| 

‘ 


KOSER—INGRAHAN .. 


Fig. 16 + Adaptation of surrounding cavity 
walls and cavomargins is accomplished with 
no. 2 point and hand malleting or mechanical 
condensation 
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Fig. 17 + All surrounding marginal-cavo- 
surface angles of the cavity must be banked 
with mat foil 


Fig. 18 * The cohesive veneer is condensed 
over the mat portion of the restoration and 
provides the final seal of the margins 
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Foil Knife. Any remaining excess can be 
removed and excessive contour reduced 
without damage or removal of tooth 
structure (Fig. 19). 

3. X-fine garnet disks may be used for 
the final contouring of the restoration. 
The rubber dam should be lubricated 
with petroleum jelly in the immediate 
vicinity of the restoration to prevent the 
disk from tearing it and damaging the 
gingival tissue (Fig. 20). 

4. Further disking is carried out with 
graduated grits of cuttle. The cuttle disk 
will reduce fine line scratches and pro- 


Fig. 19 * Excess foil is removed with the 
regular gold foil knife. Additional contour- 
ing is done with the Jones special gold foil 
knife 


Fig. 20 + The final contour is obtained by 
the use of X-fine garnet disks and graduated 
grits of cuttle disks 


vide the surface of the restoration with a 
satin finish (Fig. 20). 

5. The final high polish is accom- 
plished by the use of a rubber cup and 
pumice, followed by one of the luster 
agents such as chalk or true polish (Fig. 
21). The cervical clamp may be raised 
slightly and readjusted as an extra pre- 
caution against the rubber cup touching 
the cementum surface of the tooth and 
grooving or ditching the gingival margin. 
Extreme precaution must be exercised 
by the operator when using the rubber 
cup. 


\ 
ae 
| 
Sy 
j 
— 
} 


Fig. 21 * The final finish is obtained by the 
use of rubber cups and fine abrasive 


Fig. 22 + A very large Class I11-Class V res- 
toration placed by the mat-cohesive technic. 
(Courtesy, Jones Gold Foil Study Club, 
U.S.C.) 


6. The cervical clamp is removed and 
the gingival tissue massaged to promote 
circulation. 

An example of a finished restoration 
placed by the “mat core-cohesive veneer 
technic” is shown in Figure 22. The 
veneer cohesive foil surface was con- 
densed at a frequency of 3,600 vibrations 
per minute with low magnitude of blow. 
No postoperative symptoms were expe- 
rienced by the patient after the placement 
of this extensive restoration. 


CONCLUSION 


New developments in the manipulation 
and condensation of gold foil have greatly 
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simplified Class V gold foil procedures. 
Utilization of a mat gold core with a 
veneer cohesive gold foil surface removes 
any necessity for long or tedious opera- 
tions in the insertion of gingival restora- 
tions. Placement of the mat gold core by 
hand pressure and condensation of the 
cohesive foil surface with high frequency 
low magnitude vibration alleviates the 
objectionable factors of trauma and pa- 
tient discomfort. With these advance- 
ments in technic and manipulative pro- 
cedures, gold foil is the most economical, 
the most practical and the most ideal 
filling material for the restoration of gin- 
gival areas. 
3731 Stocker Street 


The Value of Abstracts * Try to get those journals which carry a selection of abstracts and 
which, fortunately, are so much in fashion. One of these abstract journals is as valuable as ten 
other journals read at first-hand. G, Maranon, Critica de la medicina dogmatica. 
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Cases and Comments 


JACKET CROWN TRANSFER 
By Jacob B. Shaykin, D.D.S., Chicago. 


One of the most difficult problems encountered in the construction of a jacket crown is that 
of securing perfect relationship with the adjacent and opposing teeth. This problem can be 
solved by the use of a device called a “transfer.” The purpose of a transfer is to make a model so 
perfect that a jacket crown or any crown made on a die and model will fit as perfectly in the 
mouth as it does on the model. 


Fig. 1 * After the tooth has been prepared, a 
tube impression is taken. A temporary crown, 
constructed of fast setting acrylic resin, is 
placed on the tooth for esthetic reasons, and 
the patient dismissed. 


Fig. 2 * An amalgam die is prepared from the 
tube impression. (A). A platinum matrix is 
burnished on the die, and porcelain is baked 


. onto the platinum. (B). Note the projections 

4 on the labial and lingual surfaces of the por- 

tau celain transfer. They are for retention in the 
‘ \ plaster impression. 


Fig. 3 * The transfer is placed on the tooth 
(A), and a plaster impression is made for a 
model (B). The transfer comes off in the 

_. plaster and is held in perfect position by the 
projections. The amalgam die is placed in the 
transfer, which receives it perfectly allowing 
for no errors, no distortion. 
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Fig. 4 * The jacket crown constructed on the 
model will fit as perfectly on the tooth as it 
fit on the model. 


=. 


This method can be used for one crown—for two crowns or for a dozen crowns all made on 
the same model for the same tooth. Any type of crown constructed on an amalgam die with 
the aid of a transfer can be made to fit as perfectly as a jacket crown. This method can be used 
in bridgework and in full mouth rehabilitation. The transfers will bring to the model the exact 
position of the teeth in the mouth, and the crowns and bridges constructed by this method will 
fit in the mouth as perfectly as they fit on the model. 

25 East Washington Street 


Two Contributions of Science * The science teacher should always teach that science has made 
two fundamental contributions to modern life: it has given man the choice between want and 
abundance; and it has freed him from irrational fear. Man has not quite conquered fear but 
through science he has freed himself from the tyranny of ancient superstition and is gradually 
coming to understand his own inner fears. The scientific conception of the nature of the world 
and of man can free man’s mind just as the scientific control of matter and energy has freed his 
hands. Robert J. Havighurst, Sch. Sci. and Math. 44:120, 1944. 
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Reports of Councils and Bureaus 


BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


Survey of former Armed Forces dental officers 


This is the second survey of discharged 
dental officers. The first survey covered 
dentists who had been discharged from 
the Armed Forces between January 1950 
and June 1954.! The present survey in- 
cludes dentists who were discharged be- 
tween July 1954 and August 1955. 

These surveys were undertaken pri- 
marily to obtain information that would 
be of help in solving the difficult problem 
of staffing the Armed Forces dental corps. 
Although it appears to the Council on 
Federal Dental Services that the annual 
number of graduating dentists with 
military liability is adequate to meet the 
replacement needs of the Armed Forces, 
currently dentists with established prac- 
tices are having to disrupt their practices 
to serve in the Armed Forces. 

Another important purpose of these 
surveys is to obtain information on the 
efficiency of the military dental establish- 
ments and whether the established ratio 
of two dentists per thousand servicemen is 
justified. The Council on Federal Dental 
Services is charged with evaluating the 


Table 1 ® Percentage distribution of respondents by 


| Army | 


Navy Air Force 


15.9 30.5 41.5 
34.6 39.8 34.8 
21.0 22.7 13.1 
23.1 5.9 8.6 
3.5 1.0 1.3 
0 
2 


100.0 


efficiency of dentistry in the Armed 
Forces. 

Of the 3,004 questionnaires sent out 
in this survey, 1,569, or 52 per cent, were 
returned. This is an unusually high re- 
turn for a mail survey and indicates a 
strong interest by discharged dental offi- 
cers in expressing their opinions of Armed 
Forces dentistry. 

Of the 1,569 questionnaires returned, 
428 were from Army dentists, 581 from 
Navy dentists, 465 from Air Force den- 
tists, and 95 from dentists who failed to 
indicate their branch of service. 

There was a large difference in the age 
distribution of respondents according to 
branch of service (Table 1). Among 
dentists who had served in the Army, 
only 15.9 per cent were under 30 years 
of age, compared to 30.5 per cent of Navy 
dentists and 41.5 per cent of Air Force 
dentists. Mean ages were 35.5 for Army 


|. American Dental Association, Bureau of Economic 
Research and Statistics. Survey of former Armed Forces 
dental officers. J.A.D.A. 49:57! Nov. 1954. 


Table 2 ® Percentage distribution of dental officers 
by rank at time of entry into military service 


Air 
Novy Force 


0-1 2nd Lt., Ensign P 
0-2 Ist Lt., Lt. 72.8 
0-3 Capt., Lt. 19.8 
0-4 Moaj., Lt. Comdr. : 6.5 
0-5 Lt. Col., Comdr. 
Total 100.0 100.0 


a 
age 
= 
Age 
25-29 
35-39 
is * 40-44 
45-49 
50-54 
Total 100.0 | | 100.0 
730 
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Table 3 * Percentage of dental officers promoted to specified rank, for er: 
dentists who entered in grades 0-2 and 0-3 met 
Rank at Rank at | Air 
time of entry | time of release | Y | Y | Force a 
0-2 Ist lt, Ut. fig) Ist Lt, Lt. 54.0 42.9 
Capt., Lt. 44.5 52.4 95.8 
Moj., Lt. Comdr. 1.5 27 2.7 
Lt. Col., Comdr. 0 2.0 0 
Total 100.0 100.0 100.0 
0-3 Capt., Lt. Capt., Lt. 87.7 82.7 90.1 
Mgj., Lt. Comdr. 10.5 16.6 99 
Lt. Col., Comdr. 9 Ae) 
Col., Capt. 9 7 
Total 


dentists, 32.4 for Navy dentists and 31.7 
for Air Force dentists. 

Of dentists who had served in the 
Navy, only 37.8 per cent said they were 
registered under Public Law 779 (physi- 
cians’ and dentists’ draft act) when they 
entered service, compared to 75.2 per 
cent of Air Force dentists and 78.2 per 
cent of Army dentists. The percentage of 
respondents who had entered as regular 
officers was 8.4 per cent in the Army, 4.2 
per cent in the Navy and 6.5 per cent in 
the Air Force. 

The percentage of respondents holding 
dental reserve commissions at the time of 
the survey was 29.1 per cent of Army 
dentists, 66.3 per cent of Navy dentists 
and 47.8 per cent of Air Force dentists. 

As shown in Table 2, a larger propor- 
tion of Army dentists entered at higher 
ranks than of Navy and Air Force den- 


Table 4 ® Percentage distribution of respondents by 
number of weeks of basic training received 


tists. The percentage of dentists entering 
in grades 0-4 and 0-5 (major or lieutenant 
commander and lieutenant colonel or 
commander) was 24.8 per cent in the 
Army, compared to 6.5 per cent in the 
Air Force and only 2.0 per cent in the 
Navy. These figures are consistent with 
the differences in age distribution shown 
in Table 1. 

Almost all dentists who entered the Air 
Force as first lieutenants were promoted 
(Table 3). In contrast, only three out of 
five (57.1 per cent) of dentists entering 
the Navy, and less than half (46.0 per 
cent) of dentists entering the Army in 
this grade were promoted. Among den- 
tists entering in grade 0-3 (captain or 
lieutenant), the Navy promoted a larger 
proportion than did the Army and Air 
Force. 

To the question, “Were you ever 


Table 5 ® Mean number of months of service as a 


No. of ‘ dental officer, in the continental United States and 
Army | Navy Air Force 
weeks | overseas 
0 28.8 48.2 14.1 Location | Army | Navy | Ale 

1-2 1.4 32.5 0 Force 
3-4 30.3 58 14.3 
5-6 6.2 3.9 69.9 In the United States 16.1 19.2 17.7 
7- 33.3 9.6 17 Outside the United States 9.2 6.5 8.5 
Total 100.0 100.0 100.0 25.3 25.7 26.2 


Total 


- 
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Table 6 © Percentage of dentists commenting as indi- 
cated in connection with the question: “If you were 
performing general dentistry, were you given the 
Opportunity to practice in the full scope of general 
dentistry?” 


Comment 


Fillings only—"amalgam 
line’ —operative dentistry 
only 

No lor too little) prosthetic 
work 

No for too little) crown 
and bridgework 

No lor too little) surgery 


Table 7 © Percentage distribution of replies to the question: “In your opinion, how does 
the productivity (amount of work done per day) of the average dentist in military service 
compare with that of the average civilian dentist?” 


Air 


Reply Army | Navy | Force 


Lower (in military service) 25.5 30.1 28.8 
Slightly lower 15 42 5.1 
Much lower 22.7 22.1 
25% to 50% lower 13.9 
Respondent speaking for self—did less in service 1.0 


Total, lower in service 44.6 


About the same 147 
About the some per hour ; } 7 
Respondent speaking for self—did as much in service 5 d 1.2 


Total, same in service : 16.9 


Higher in service 6.2 
Much higher in service . ‘ 0 
Respondent speaking for self—did more in service d i 1.8 


Total, higher in service ’ 4.3 8.0 
Varied with individual or with post or with station or depended 
on commanding officer 75 


100.0 100.0 


Table 8 ® Percentage distribution of replies to the 
question: “In general what is your opinion regarding 
the number of dentists assigned to the units in which 
you served?” 


Reply 


| 
Army | Navy 


Understaffed 27.4 27.4 
Overstaffed 22.3 16.9 
Neither understaffed nor 

overstaffed 39.1 48.0 
Varied from post to post 11.2 77 


Total 100.0 100.0 


| Air 
| Army | Navy | F 
orce 
189 196 178 
4 10.0 19.4 5.4 
2.3 5.0 3.7 
— 
74.3 69.8 
Total oo 
a 
| Air 
yi 
14.8 
4 
10.2 
1000 
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Table 9 © Percentage distribution of respondents according to percentage of duty time 


devoted to treatment of military personnel 


Percent | 


of time 


100 
95-99 
90-94 
80-89 


10.9 
8.3 
88 

18.6 

18.7 
8.8 

11.4 
78 
2.6 
4.) 


8.2 
14.1 
13.2 
16.7 

8.8 

6.5 

7.3 

6.5 

3.2 
15.5 


100.0 100.0 


eligible for a promotion which was de- 
layed but never given?” “yes” was an- 
swered by 21.6 per cent of the Army 
dentists, 30.8 per cent of the Navy den- 
tists and 15.6 per cent of the Air Force 
dentists. 

There 


amounts 


were large differences in the 
of basic training received by 


Navy Air Force 


Overseas Domestic Overseas Domestic Overseas Domestic 


11.2 
15.7 
20.2 
17.2 
13.5 
8.6 
5.6 
3.8 
4 
3.8 


23.8 
24.9 
15.4 
13.0 
75 
48 
1.1 
1.3 
7.1 


5.2 
13.7 
17.5 
25.9 
17.4 
9.0 
5.7 
3.3 
14 


4.5 
18.9 
18.1 
23.3 
12.9 

79 

3.0 

2.5 

1.5 

74 


100.0 


100.0 100.0 100.0 


dentists in the three branches of service 
(Table 4). Less basic training was re- 
ported by Navy dentists than by Air 
Force and Army dentists, with nearly half 
(48.2 per cent) of the Navy dentists re- 
porting no basic training. In the 1954 
survey, only 18.2 per cent of Air Force 
dentists reported having received basic 


Table 10 © Percentage distribution of respondents according to replies to the question: “If you provided 
dental service to dependents of military personnel, please indicate approximote relative frequency with which 


you provided service in the following categories.” 


Type of service provided to dependents 


Branch and 
frequency Amalgam and | Inlays, crowns 


silicate fillings | and bridges 


Army 
Frequently 
Occasionally 
Never 
No answer 


58.0 
15.3 

2.1 
24.6 


45 
30.0 
32.8 
32.7 
Total 100.0 100.0 
Novy 

Frequently 
Occasionally 
Never 

No answer 


12.4 
18.8 
8.6 

60.2 
Total 100.0 
Air Force 

Frequently 

Occasionally 

Never 

No answer 


Total 


Orthodontic 
treatment 


Periodontal 
treatment 


Oral 
Dentures 
| surgery 


38.8 
29.7 

73 
24.2 


100.0 


29.1 
2.4 
55.9 


100.0 


60.1 
30.9 
1.3 
77 


— 
| 
70-79 
60-69 
50-59 
25-49 
0 
— 
: 
32.0 26.4 58.7 
30.1 33.3 35.3 gly 
100.0 100.0 100.0 
19 12.6 42 7 
63 15.0 Ls 
26.5 16.7 319 
653 64.1 65.9 
100.0 100.0 _ 100.0 100.0 
26 6.0 13.9 34 ht 
31.1 38.8 45.5 73 oe 
51.9 42.7 26.0 73.8 
14.4 12.5 146 15.5 
17000 1000 1000 wo mo 
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Table 11° Percentage of respondents commenting as 
indicated on ‘system of dental record-keeping” 


Air 


Novy Force 


Comment | Army 


Excellent 44 10.8 14.6 
Good 36.2 43.5 49.7 
Fair 5.6 48 4.1 
Poor 8.9 29 3.0 
Too complicated or too 

much paper work 11.0 13.3 12.3 
A permanent dental treatment 

record should be part of 

the service record and 

accompany each 

serviceman 10.5 
There should be a uniform 

system of records for all 

services 47 


Table 12 ® Percentage of respondents commenting as 
indicated on the “adequacy of supplies and equipment" 


Excellent 

Good 

Fair 

Poor 

Varied from post to post 

Supplies and equipment 
obsolete or of poor 
quality 

Too much “red tape" in 
getting supplies 

There was under-supply 
or occasional! shortage 

There was over-supply 
and waste 

Adequate in U. S. but not 
overseas 


training, compared to 85.9 per cent in 
the present survey. 

The majority of respondents had 
served the two years required under pro- 
vision of Public Law 779. Therefore, the 
average number of months served was 
slightly over 24 for all three branches 
(Table 5). Navy dentists averaged only 
6.5 months overseas compared to 8.5 
months for the Air Force and 9.2 months 
for the Army dentists. 

Between 80 and 90 per cent of the 
dentists from each branch of service an- 
swered “yes” to the question, “Were 


Table 13 ® Percentage of respondents commenting os 
indicated on the “arrangement of facilities” 


Air 


Novy Force 


Comment Army 


Excellent 44 10.7 10.3 
Good 48.8 51.6 46.9 
Fair 77 57 8.0 
Poor 5.4 2.8 6.2 
Varied from post to post 1.6 1.0 1.3 
Arrangement was poor 

overseas 19 7 3.7 
Private office should be 

provided for each 

dentist 2.6 3.4 


Table 14 © Percentage of respondents commenting 
as indicated on the “availability, utilization and train- 
ing of auxiliary personnel” 


| Air 
| Army | Novy | tre 


Comment 


Excellent 10.3 3.9 
Good 36.0 21.9 
Fair . 59 97 
Poor ' 5.3 19.6 
Varied from post to post ' ig 3.2 
Shortage of auxiliary per- 

sonnel—shortage of 

well-trained personne! 
Auxiliary personnel poor- 

ly trained, lazy or 

inefficient ; 48 12.0 
Too many auxiliary per- 

sonnel were assigned 

nondental duties 49 
Too many transfers of 

auxiliary personnel i J 2.8 


10.2 17.4 


your assignments generally in line with 
your dental training and experience?” 
About three fourths of the dentists from 
each branch of service indicated they 
were “satisfied” with their assignments. 

The respondents were asked, “If you 
were performing general dentistry, were 
you given the opportunity to practice in 
the full scope of general dentistry?” 
“Yes” was the reply of 45.2 per cent of 
the Army dentists, 38.8 per cent of the 
Navy dentists and 65.6 per cent of the 
Air Force dentists. The comments in con- 
nection with this question are shown in 


{ 
z 
— 
= 
Comment Army | Navy = 
= 65 139 82 
348 387 292 
5.1 57 10.1 
44 67 201 
3.0 1.2 43 
12.) 79 11.2 
82 48 159 
4.2 2.1 58 
2.1 4.0 1.5 
28 1.2 5.2 


Table 15 * Percentage of respondents commenting 
as indicated on the “efficiency of the dental labora- 
tory set-up” 


Air 
Comment Army | Navy eves 
Excellent 6.1 11.4 8.4 
Good 31.1 31.5 34.2 
Fair 10.0 64 10.8 
Poor 10.7 74 19.4 
Varied from post to post 5.6 17 24 
Higher caliber or better 
trained men needed 8.2 3.8 13.1 
More and better dental 
laboratories needed 2.8 2.8 3.2 
Statement favorable to- 
ward central dental 
laboratories 3.5 9 3.4 
Statement critical of cen- 
tral dental laboratories 2.8 2 3.7 


Table 16 ® Percentage of respondents commenting as 
indicated on the “quality of dental services provided” 


| 
Air 
Comment Army | Navy | Force 
Excellent 16.1 20.8 22.4 
Good 32.0 33.4 38.5 
Fair 93 74 6.0 
Poor 5.1 2.2 2.2 
Varied from post to post 6.3 28 3.2 
Varied with individual 
dentist 14.0 95 10.3 
Better quality than civilian 
dentistry 14 4.0 3.7 
Operative dentistry good, 
prosthetics and/or sur- 
gery poor 1.2 2.1 24 


Table 6. The main complaints were that 
the dentist was “on the amalgam line” 
and that there was little opportunity to 
perform prosthetic work. 

To the question, “In your opinion, how 
does the productivity (amount of work 
done per day) of the average dentist in 
military service compare with that of the 
average civilian dentist?” more than two 
thirds of the respondents replied that 
productivity was lower in the Armed 
Forces (Table 7). The variation accord- 
ing to branch of service was not great, 
but the proportion of dentists reporting 
lower military productivity was highest in 
the Navy (74.3 per cent) and the propor- 
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Table 17 © Percentage of respondents commenting as 
indicated on “competence of dental administrators” 


Air 
Comment Army | Navy 
Excellent 77 9.6 11.6 
Good 16.6 23.2 22.2 
Fair 10.5 10.5 12.3 
Poor 24.8 14.8 19.1 
Varied from post to post 14.5 10.3 12.7 


Regular Army, Navy or 

Air Force officers lor 

higher ranking officers) 

were not competent 

administrators 8.2 4.0 5.8 
Stressed military aspects 

of service too much, 

professional aspects 

too little 6.1 5.5 54 
Too concerned with 

quotas, monthly re- 

ports, work sheets 7.0 2.2 54 
Too many administrators 

—too many high rank- 

ing officers 1.2 17 9 


Table 18 ® Average ratings* on seven aspects of 


dentistry in the Armed Forces 


Aspect of Air 
military dentistry | Novy Force 
System of dental record- 
keeping 27 3.0 3.1 
Adequacy of supplies and 
equipment 29 29 24 


Arrangement of facilities 28 3.0 29 
Availability, utilization 
and training of auxili- 
ary personnel is 29 2.2 
Efficiency of dental labor- 
atory set-up 
Quality of dental services 


2.6 28 2.4 


provided 2.9 3.1 3.2 
Competence of dental 
administrators 2.1 2.5 24 


*Averages were obtained by applying the following 
scale to data in Tables 11-17: Excellent = 4, good =3 
fair = 2, and poor = |. 


tion reporting more work done in service 
was highest in the Army (10.1 per cent). 

In reply to the question, “In general, 
what is your opinion regarding the num- 
ber of dentists assigned to the units in 
which you served?” a plurality of Army 
and Navy dentists checked “neither 
understaffed nor overstaffed” and a 


plurality of Air Force dentists checked 
“understaffed” (Table 8). In all three 


if 
“gh 
hs? 
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branches respondents checked 
“understaffed” than “overstaffed” but 
the difference was small in the Army and 
relatively large in the Air Force. 

Respondents were asked whether they 
were ever assigned daily or weekly quotas 
of production. Approximately one sixth 
of the dentists from each branch an- 
swered affirmatively. An additional 10 
per cent from the Army and Air Force 
and 5 per cent from the Navy said that 
they were expected to meet quotas al- 
though such quotas had never been ex- 
pressly assigned. 


Table 9 shows the percentage of duty 
time devoted to treatment of military 
personnel. Dental officer activities other 
than treatment of military personnel in- 
clude treatment of dependents of military 
personnel, dental and military adminis- 
trative duties and idle time. 

As shown in Table 10, treatment of de- 
pendents of military personnel was much 
more common in the Army and Air Force 
than in the Navy. The service reported 
most frequently was “amalgam and sili- 
cate fillings” followed by “oral surgery.” 

Respondents were asked, “If you pro- 


Table 19 ® Percentage of respondents replying as indicated to the question: “Please indicate ways in which 
you believe military service can be made more attractive to dental officers. What inequities, if any, did you 


observe?” 


Reply 


Provide higher pay for dental officers 


Allow dentist to do all types of dental work—eliminate amalgam line 


| 


Hove better housing and assignments for married personnel—allow dentist to 
choose location—station dentist close to home 


Eliminate excessive moving around—have fewer transfers 


There is a need for more competent, higher caliber, regular dental officers, adminis- 


trators or base dental officers 


Separate dental department from medical department—provide autonomy for the 
dental corps 


Service dentists should be sent to conventions—short courses should be provided 


Allow individual dentist more freedom in treatment planning—dentist should be given 
feeling of independence and responsibility 


Provide higher rank for dental officer—provide more rapid advancement 


Require higher ranking officers (administrative officers, or regular officers) to do 
more clinical work 


Eliminate discrimination against reserve officer 

Promotions should be based on ability (rather than on age or length of service) 
More respect should be shown for the dental profession 

less emphasis should be placed on military aspects of service, more on professional 


Eliminate (or de-emphasize) rank among dentists and physicians—eliminate insignia 
of rank 


Make more efficient use of the dental officer 

There should be more or better trained auxiliary personnel 

Eliminate the uncertainties of military life 

There should be better quality or more modern equipment and/or supplies 


Promotions should be based on experience, age or length of service—promotions 
should be automatic 


An incentive pay plan should be used to encourage productivity 

There should be more “fringe" benefits (post exchange, commissary, etc.) 
Emphasize quality more, quantity less 

Eliminate dental care for dependents of servicemen 

Statement of approval of Armed Forces as they are 


| Air 
Army Navy | Force 
22.9 24.1 37.6 
15.9 23.7 19.6 
12.1 10.8 21.1 
5.8 11.3 12.7 
12.6 79 77 
6.5 8.1 7.1 
8.4 43 13.3 
10.3 59 9.2 
77 7.2 7.3 
77 7.2 7.3 
9.1 6.2 49 
6.1 69 49 
8.4 3.4 5.8 
6.3 48 3.9 
6.1 2.1 6.9 
3.0 3.4 4.5 
4.2 17 4.) 
1.6 4.5 2.6 
3.0 17 4.5 
2.3 4.0 2.2 
14 3.1 3.2 
1.6 2.8 2.4 
4.0 1.0 2.2 
2.1 1.4 3.4 
2.3 19 2.2 


a 
a 


to its members who are serving in the Armed Forces?” 


Statement that respondent had no suggestions to offer 


military service- 
(rather than having younger men serve twice) 
Take action to secure higher pay for dental officers 


interest in the dental officer 


Commendatory remark about the Association 


or distribution of dentists in service 


vided dental care to dependents of mili- 
tary personnel, in your opinion were there 
civilian dentists available who could have 
provided this care?” About three out of 
five dentists answered “yes,” and this 
proportion varied little with branch of 
service. 

As in the first survey, about two thirds 
of the respondents from each branch of 
service answered “yes” to the question, 
“Was it your experience that military 
personnel in the period of basic training 
were not given sufficient time for the re- 
quired number of dental appointments.” 
Suggested solutions for this problem were 
about the same as in the earlier survey. 
The former dental officers were asked 
to comment on seven aspects of dentistry 
in the Armed Forces. Results are shown 
in Tables 11 through 17. Most comments 
consisted of a single adjective, such as 
“good” or “poor.” 

A quantitative summary of these “rat- 
ings” is presented in Table 18, which 
allows comparisons between branches and 
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Table 20 * Percentage of respondents replying as indicated to the question: “Do you have any suggestions 
as to how the American Dental Association and its constituent and component societies can render better service 


| Air 
Repl A | 
eply rmy | Navy 
The Association or constituent or component societies should investigate bases at 
which dentists complain of inequities—there should be a grievance committee to 
which the military dentist can comploin 10.0 6.0 12.5 
The Association should correspond with and provide information and materials to 
servicemen—keep closer contact 9.6 5.0 11.2 
A committee of the Association should pass on policies or programs proposed by 
the Armed Forces—the Association should serve in an advisory capacity 77 74 95 
Take action to secure more and better supplies and facilities 98 40 11.8 


Make sure that anyone physically able to practice dentistry as a civilian is liable for 
induct men who have never served—require older men to serve 


5.1 10.2 17 


The Association should make regular inspection of military dental clinics 6.1 29 8.0 
Local dental societies should invite denta! officers to their meetings— show more 


See that the dental officer is allowed to do all types of dental work 3.5 5.2 3.9 


Take action to reduce the number of dentists in service—obtain better utilization 


between the various aspects of military 
dentistry. Comparisons between the find- 
ings in the two surveys are also possible, 
but allowance should be made for some 
subjectivity in the coding of replies. 

Respondents were asked to indicate 
ways in which military dentistry could be 
made more attractive to dentists and to 
record any inequities observed in the 
branch of service in which they served. 
The 25 most common replies are shown 
in Table 19. 

The most frequent reply to this ques- 
tion was “provide higher pay for dental 
officers” followed by “allow the dentist 
to do all types of dental work—eliminate 
the amalgam line.” These two suggestions 
were also at the top of the list in the 
first survey, but in the opposite order. 

Many more dentists suggested “elimi- 
nate excessive moving around—have 
fewer transfers” in the present than in 
the earlier survey; this suggestion 
changed in rank from twenty-fourth to 
fourth. 


— 
* 
= 
6.3 6.9 5.8 
3.3 44 9.0 
4.4 84 
28 
§.1 3.6 3.4 
ing 
a 
va 
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Table 20 shows the 12 most frequent 
replies to the question on how the Amer- 
ican Dental Association and its affiliates 
could render better service to members 
serving in the Armed Forces. Compared 
with the earlier survey, more dentists sug- 
gested that the Association keep a close 
surveillance over policies and practices of 


COUNCIL ON DENTAL THERAPEUTICS 


Council classifies 


in Group D 


Thermodent Tooth Paste is being actively 
promoted to the dental profession as an 
agent for use by “patients with chronic 
sensitive teeth.” According to the dis- 
tributor, advertising is directed only to 
dentists. This report is issued by the 
Council because of the many inquiries 
that have been received. 

The label and literature received in the 
Council office indicate that the product 
is essentially a calcium carbonate and 
magnesium carbonate-type dentifrice to 
which have been added sodium and 
potassium salts, and “1.4 per cent forma- 
lin.” Preliminary examination in the 
Association’s chemical laboratory indi- 
cates the presence of 0.5 to 0.6 per cent 
formaldehyde, which corresponds to the 
Formalin concentration shown on the 
label. The pH of a 1:3 aqueous slurry 
of the product was about 8.3. 

The firm states that the product is 
distributed by them under license from a 
Swiss firm that has marketed the formula 
in Europe for the past ten years. 

Thermodent is claimed to be “a new 
efficient remedy for teeth Sensitive to 
heat and cold.” The advertising has sug- 


the Armed Forces dental establishments. 
A comparison of replies to this question 
in the two surveys appears to indicate 
that discharged dental officers are attach- 
ing increasing importance to the relation- 
ship between organized dentistry and the 
Armed Forces dental corps. 
B. Duane Moen, director 


Thermodent Tooth Paste 


gested that remineralization of tooth 
substance might account in part for the 
claimed desensitizing action of the prod- 
uct. In one leaflet it is claimed that (1) 
by coagulating the tubule surface and 
(2) by remineralizing the dentin Thermo- 
dent “acts” against exposure of “unpro- 
tected dentinal tubules” to the oral fluids 
and “protects the underlying pulp from 
irritation.” Brushing with Thermodent 
twice daily is said to result in a noticeable 
reduction of sensitivity in a few days. It 
is suggested that the product may then be 
used “intermittently or continuously over 
an extended period of time without toxic 
or irritating effects.” 

The Council has recognized the very 
limited usefulness of formaldehyde solu- 
tion (about 37 per cent formaldehyde) 
in the treatment of hypersensitive dentin 
(see Accepted Dental Remedies, 1956, 
p. 172), but has warned that the use of 
such solutions in proximity to the pulp 
may be hazardous and may produce 
reddening, inflammation and necrosis of 
the oral soft tissues unless they are pro- 
tected from contact with the solution. 

The Council has not recognized the 


| 

4 

24 

4 
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usefulness of formaldehyde in a tooth- 
paste or in a solution so dilute as 0.6 per 
cent. Statements from Accepted Dental 
Remedies, ed. 18, 1953, to which the firm 
alludes in the leaflet, therefore have no 
bearing on Thermodent Tooth Paste. 
Other published studies'* which are cited 
to provide a theoretical basis for the treat- 
ment of hypersensitive dentin appear to 
have little, if any, relationship to the com- 
mercial product. This conclusion is sup- 
ported by correspondence furnished to 
the Council office by two of the investi- 
gators whose reports are noted in promo- 
tional material for the dentifrice. 

Dentifrices for which remineralizing 
claims are made have been classified in 
Group D by the Council on Dental 
Therapeutics. A number of reports in 
this connection have appeared in THE 
JOURNAL OF THE AMERICAN DENTAL 
ASSOCIATION.” 

No controlled clinical study of the 
effectiveness of Thermodent has been re- 
ported to the profession. Correspondence 
from the firm’s representative charac- 
terizes such studies as “impractical for 
lack of valid criteria.” It is the apparent 
intent of the firm to rely on clinical im- 
pressions gained by dentists from patients’ 
estimates of the effectiveness of the denti- 
frice. In the opinion of the Council, it is 


not possible to obtain an objective assess- 
ment of the merit of a pain-relieving 
agent by a procedure which makes no 
provision for the elimination of the effect 
of suggestion or bias. 

It is essential that the profession be in- 
formed accurately concerning the clinical 
evidence to support therapeutic claims. 
Because of the lack of objective evidence 
to support the therapeutic claims for the 
product, the Council has classified 
Thermodent Tooth Paste in Group D 
(see page 742). In keeping with Council 
policy, the classification of the product 
may be reconsidered at any time when 
there is a substantial amount of new evi- 
dence or change in the status of the 
product. 


1. Grossman, L. |. The treatment of hypersensitive 
dentin. J.A.D.A, 21:2050 Nov. 

2. Sognnaes, R. F. Microstructure and histochemical 
characteristics of the mineralized tissues. Ann. New 
York Acad. Sc. 60:545 April 27, 1955. 

3. Stack, M. V. The chemical nature of the organic 
matrix of bone, dentin and enamel. Ann. New York 
Acad. Sc. 60:585 April 27, 1955. 

4. Armstrong, W. D. Radiotracer studies of hard tis 
sues. Ann. New York Acad. Sc. 60:670 April 27, 1955 

5. American Dental Association, Council on Dental! 
Therapeutics. Eff-Remin dentifrice—not acceptable for 
A.D.R. J.A.D.A. 26:1887 Nov. 1939 

6. American Dental Association, Council on Dental 
Therapeutics. Notice of judgment under the Federal 
Food, Drug and Cosmetic Act. Misbranding of Eff-Remin 
dentifrice. J.A.D.A. 31:116 Jan. 1944. 

7. American Dental Association, Council on Dental 
Therapeutics. “‘Remineralizing™ dentifrices. J.A.D.A 
32:750 June 1945. 

8. American Dental Association, Council on Dental 
Therapeutics. Preliminary comments: Mandresen. J.A.D.A 
38:264 Feb. 1949. 


Council reports on penicillin V 


(phenoxymethy] penicillin ) 


The Council on Dental Therapeutics has 
classified several dosage forms of penicil- 
lin V_ (phenoxymethyl penicillin) in 
Group B (see page 742). 

Orally administered penicillin is recog- 
nized as an effective therapeutic adjunct, 
provided the causative agents of the dis- 
ease are penicillin sensitive and proper 
precautions are observed to ensure ade- 


quate absorption of the antibiotic. As re- 
gards sensitivity, an initial administration 
by the oral route may offer less hazard 
than an injection. Patients who are sensi- 
tive to the antibiotic may react to oral 
or parenteral penicillin in the same man- 
ner, but the reaction after an oral dose 
may be slower in onset and less severe. 
One serious disadvantage of orally ad- 
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ministered penicillin has been the de- 
structive effect exerted on soluble penicil- 
lin G preparations by acids in the 
stomach. It has been estimated that only 
5 to 30 per cent (average 10 to 15 per 
cent) of orally administered penicillin 
is absorbed from the gastrointestinal 
tract.} 

Penicillin V (phenoxymethyl penicil- 
lin) has been used for oral therapy in 
Europe for several years,” and recently a 
number of reports on the subject have 
appeared in American journals. It is re- 
ported to be five times as resistant to acid 
inactivation as penicillin G.? The chemical 
structure of penicillin V is only slightly 
different from that of penicillin G. 

The antibacterial activity of penicillin 
V appears to be equal to or somewhat 
greater than that of penicillin G against 
the organisms tested. Wright and asso- 
ciates? found penicillin V to have a 
higher over-all activity than penicillin G 
against 405 test strains of Micrococcus 
pyogenes var. aureus. Martin and asso- 
ciates® reported similar findings and also 
cited clinical evidence for effectiveness of 
penicillin V against a variety of infec- 
tions. Jones and Finland‘ indicated that 
penicillin V should be more active than 
penicillin G when administered orally for 
the prophylaxis and treatment of hemo- 
lytic streptococcal infections. White and 
associates® found that penicillin V and G 
preparations had similar inhibitory ef- 
fects against Micrococcus pyogenes var. 
aureus, Group A hemolytic streptococci, 
pneumococci, Escherichia coli and several 
proteus strains. 

Adequate blood levels of penicillin V 
appear to be achieved and maintained 
satisfactorily after oral administration. 
Wright and associates tested serum levels 
of penicillin V and G preparations on 
patients given the same oral doses (200,- 
000 units) and found the percentage of 
individuals with penicillin activity in the 
blood was (1) slightly higher in the case 
of penicillin G at one hour, (2) higher 
for penicillin V after eight hours, and 


(3) about equal between the second and 
sixth hour. 

Of notable interest, Wright and asso- 
ciates* reported that penicillin V_pro- 
duced higher blood concentrations per 
unit dose than penicillin G, and that 
twice as much penicillin V was excreted 
in the urine. The latter observation indi- 
cates a greater over-all stability of peni- 
cillin V. Peck and Griffith® also have 
presented evidence that penicillin V pro- 
duces higher blood concentrations and 
that it allows for a longer maintenance 
of minimum therapeutic levels than does 
penicillin G. The latter investigators also 
found that absorption of penicillin V was 
less affected by the presence of food in 
the stomach than was penicillin G. 

Putnam and associates’ tested serum 
levels of penicillin V and G preparations 
on subjects given the same oral doses 
(200,000 units) and found the per- 
centages of individuals with penicillin 
evident in the blood were comparable. 

Other reports*® confirm the relative 
superiority of penicillin V in producing 
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higher blood levels than orally adminis- 
tered penicillin G. 

There is good evidence to support 
claims for the safety of penicillin V in 
animals. Chronic toxicity tests’ in rats 
and dogs fed penicillin V for two months 
showed no adverse effects of doses up to 
2 per cent of the diet for rats and over 
200 mg. per kilogram of body weight 
daily for dogs. Glassman and associates"! 
found penicillin V no more toxic than 
potassium penicillin G or procaine peni- 
cillin G. Reports relative to use in hu- 
mans seem to indicate that side reactions 
are no greater with penicillin V_ than 
with oral doses of penicillin 

Dosage recommendations for penicillin 
V are similar to those for oral dosage 
forms of penicillin G (see Accepted Den- 
tal Remedies, 1956, page 61). 


The Council continues to emphasize 
parenteral administration as the most re- 
liable method for ensuring availability of 
penicillin to the patient and recommends 
it as the route of choice for prophylaxis 
in patients who have a history of val- 
vular heart involvement or rheumatic 
fever. 


10. Anderson, R.C., and others. Pharmacologic and 
toxicologic studies with penicillin V. In Antibiotics 
Annual 1955-1956. New York, Medica! Encyclopedia, 
Inc., 1956, p. 540-548. 

Glassman, J.H., 
properties of penicillin 
diamine (DBED) dipenicillin V. 
1955-1956. New York, Medical Encyclopedia 
p. 534-539. 

12 Quinn, E.L., 
penicillin (penicillin V) 
bacterial endocarditis 


and others. The toxicological 
V and N,.N-dibenzylethylene 
In Antibiotics Annual! 
Inc., 1956, 


and others. Oral phenoxymethy! 
in the treatment of subacute 
In Antibiotics Annual 1955-1956 
New York, Medica! Encyclopedia, Inc., 1956, p. 502-505 
13. Love, J.. and Weir, R. Phenoxymethy! penicillin 
(penicillin V) in treatment of acute Neisserian urethritis. 
In Antibiotics Annual! 1955-1956. New York, Medical 
Encyclopedia, Inc., 1956, p. 521-528. 


Council announces classification 


of additional products 


The classification of products by the 
Council on Dental Therapeutics has been 
described in a previous report (J.A.D.A. 
40:489 April 1950). The Council’s pro- 
gram now provides for classification of 
products in Group A, Group B, Group C 
and Group D. Products are reconsidered 
periodically, and decisions are subject to 
change at any time that a substantial 
amount of new evidence becomes avail- 
able. The files of the Council contain 
information on many drugs and dental 
cosmetics, and inquiries are welcome. 


GROUP A 


Listing of products in Group A means that at 
the time of their consideration, the items con- 
formed with the provisions for acceptance 
established by the Council on Dental Thera- 


peutics and adopted by the Board of Trustees 
and the House of Delegates of the American 
Dental Association. Items in this group will 
be listed in Accepted Dental Remedies and 
may use the Seal of Acceptance, unless other- 
wise provided. 


GROUP B 


Listing of products in Group B means that 
there is insufficient evidence to justify their 
present acceptance, but there is reasonable 
evidence of their usefulness and safety. These 
products meet the other qualifications and 
standards established by the Council on Den- 
tal Therapeutics. It is the Council’s opinion 
that Group B products may be promoted for 
special use and study. 

The Council's initial consideration of prod- 
ucts which may be eligible for Group B listing 
is influenced favorably by the knowledge of 
further investigations then in progress. It is 
the policy of the Council to reconsider Group 
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B products each year on the basis of new evi- 
dence which may be produced in their support. 
Classification in this category is not ordinarily 
continued for more than three years. 


The following additional products are 
classified in Group B: 


Penicillin V (phenoxymethyl 
(See report on page 739.) 

PEN-VEE-Oral (Wyeth Labora- 
tories): A brand of penicillin V. 

PEN-VEE-Oral Tablets, 125 mg. 
(200,000 units) and 300 mg. (500,000 
units ). 

V-Cillin (Eli Lilly and Company): A 
brand of penicillin V. 

V-Cillin Pulvules, 125 mg. (200,000 


penicillin). 


GROUP C 


Listing of products in Group C means that 
the evidence is so limited or inconclusive that 
the products cannot be accurately evaluated. 
It is the Council’s opinion that Group C prod- 
ucts require further study by qualified investi- 
gators. 


GROUP D 


Listing of products in Group D means that 
they are unacceptable because of their demon- 
strated inability to meet the standards outlined 
in the provisions for acceptance. 


The following additional product is 
classified in Group D: Thermodent 
Tooth Paste (Thos. Leeming & Co., Inc.) 


units) and 250 mg. (400,000 units). (See report on page 738). 


COUNCIL ON LEGISLATION 


Association testifies on four 


congressional bills during week of April 9 


On April 11, Paul E. Jones, chairman of the Council on Legislation, appeared before 
the Senate Armed Services Committee to urge enactment of the House-passed bill, 
H.R. 9428, to establish a career incentive plan for dental and medical officers of the 
uniformed services. A feature of the career program would be increases in special 
monthly incentive pay based on time spent on active duty. Also on April 11, Floyd 
W. Pillars, a member of the Council, filed a statement with the Senate Committee on 
Labor and Public Welfare in support of a proposal (S. 3430) to establish a national 
library under a federal civilian agency to take over the collections of the Armed 
Forces Medical Library. On April 13, Ralph Creig, a member of the Council, 
appeared before the Senate Armed Services Committee to present the Association’s 
views on H.R. 9429, the military dependent care bill. On that same day, Shailer 
Peterson, secretary of the Council on Dental Education, appeared before a sub- 
committee of the House Interstate and Foreign Commerce Committee to urge 
support of S. 849, a Senate-passed bill proposing a federal grant-in-aid program for 
the construction and expansion of research facilities in dental and medical schools 
and other nonfederal institutions. Bernard J. Conway and Howard N. Greenblatt, 
secretary and assistant secretary, respectively, of the Council on Legislation, accom- 
panied the witnesses. The Association’s position on the dependent care program was 
presented in full in the March issue of THE JOURNAL. The text of the other three 
statements follows: 
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STATEMENT ON H.R. 9428 


I am Paul E. Jones of Farmville, N. C., where 
I am engaged in the general practice of den- 
tistry. I am here today in my capacity as 
chairman of the Council on Legislation of the 
American Dental Association to present the 
views of the Association on H.R. 9428, a bill 
to provide for the procurement of dental and 
medical officers of the uniformed services. With 
me is Mr. Howard N. Greenblatt of Chicago, 
assistant secretary of the Association’s Council 
on Legislation. 

H.R. 9428, popularly known as the Career 
Incentive Bill, is designed to increase the 
attractiveness of a professional career in the 
dental and medical corps of the Armed Forces 
to the end that these corps will be staffed pri- 
marily with career officers. To assist in achiev- 
ing this objective, H.R. 9428, as passed by the 
House, would (1) authorize constructive serv- 
ice credit for the purpose of determining 
initial rank and promotion rights for the four 
years spent in dental and medical school, and 
for the one year spent in medical, but not 
dental, internship, (2) authorize constructive 
service credit for pay purposes to dental and 
medical officers for the four years spent in a 
dental or medical school and for one year 
spent in a medical internship or its equivalent; 
presumably, that would include dental intern- 
ship training, (3) authorize the upgrading of 
officers now on the active list to reflect the 
increase in constructive credit authorized by 
this bill and, (4) provide a program of finan- 
cial incentives designed to stimulate extended 
periods of voluntary service on the part of den- 
tal and medical officers. 

The situation with respect to career officers 
in the dental corps of the Armed Forces is 
critical, more critical perhaps than the pro- 
curement problem with respect to medical 
officers. At present, fewer than one fourth of 
the 5,800 dental officers now in the service 
are regular officers. Of the remaining three 
fourths of the dental officers now on active 
duty, approximately 4,000 officers are fulfilling 
their obligations prescribed by the Doctors’ 
Draft Act. At the present time, the pool of 
dental manpower subject to this Act consists 
primarily of nonveteran dentists over age 43 
and recent nonveteran graduates of the na- 
tions’ dental schools. These graduates, as non- 
veterans, are subject to the Universal Military 
Training and Service Act as regular registrants 
as well as to the Doctors’ Draft Act as special 
registrants. According to our estimates, there 
will be a sufficient number of nonveteran den- 
tal graduates to satisfy the reasonable require- 
ments of the Armed Forces for dental man- 


power—as they now appear to be satisfying 
these requirements. 

It is primarily to these dental graduates ful- 
filling their basic service obligation in the 
Armed Forces that the Services must direct 
their attention for the purpose of recruiting 
career officers. Generally speaking, these po- 
tential career officers in past years saw greater 
personal satisfaction, more educational oppor- 
tunities, as well as greater remuneration in 
civilian dental practice. With the large pool 
of dental manpower available in recent years 
through the Doctors’ Draft Act, too little at- 
tention was paid to the ultimate necessity of 
making a professional career in the military 
sufficiently attractive to the typical dental 
graduate or practitioner. This bill, and the 
administrative changes recently adopted by the 
Department of Defense, should do much to 
rectify this situation by making a career in the 
military comparable, professionally and finan- 
cially, to a career devoted to private dental 
practice. 

The Association’s support of this bill is re- 
flected in the following resolution adopted by 
our House of Delegates at its 1955 annual 
session in San Francisco: 


“Resolved: That the principles underlying the 
directive of the Defense Department and the 
implementing legislation on a ‘Career Incen- 
tive Program’ designed to increase the attrac- 
tiveness of a dental career in the armed serv- 
ices be approved, provided there is no increase 
in the number of dentists per thousand of per- 
sonnel, and that there be equal consideration 
of dental and medical officers.” 


With the inclusion of the incentive pay pro- 
visions, the core of this program, the bill lacks 
only one feature implicit in the Association’s 
policy: it fails to grant constructive service 
credit for thé purpose of determining initial 
rank and promotion rights for a year spent in 
a civilian dental internship, while granting 
such credit for medical internships. 


Unequal Treatment Accorded Dental and 
Medical Internship Training * Section 201(b) 
of this bill first provides that a doctor of den- 
tistry or a doctor of medicine who receives an 
appointment under the authority of the Army 
—Navy—Public Health Service Medical Offi- 
cer Procurement Act of 1947, as amended by 
this bill, is to be credited with not less than 
four years of constructive service for the pur- 
pose of determining lineal position, permanent 
grade, position on a promotion list, seniority 
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in permanent grade and eligibility for pro- 
motion. This Section next provides: 


“A doctor of medicine appointed under this 
Act who has completed a one year internship, 
or the equivalent thereof, may not be credited 
with less than five years’ service.” 


In contrast, Section 2(2) of the bill, amend- 
ing the Career Compensation Act of 1949, 
treating longevity pay, grants a one year con- 
structive service credit to dental and medical 
officers who have completed a medical intern- 
ship or its equivalent; dental internships 
would apparently qualify for credit under 
Section 2(2). It is difficult to reconcile this 
lack of uniformity in authorizing constructive 
credit for internship training. 

At the present time, approximately 800 den- 
tal internships and residencies are available 
each year to the dental graduate—one such 
position for every four graduates. In addition, 
the number of these positions is increasing 
each year. Dental internship programs are 
based on the same concepts and disciplines 
that govern the medical internship program 
and are subject to analogous standards. In fact, 
most dental internship programs are conducted 
in conjunction with the medical internship 
programs in the hospitals. Dental internships, 


like their medical counterparts, give the dental 


graduate advanced training in the clinical 
practice of dentistry as well as special training 
in recognized specialties of dentistry, such as 
oral surgery and prosthodontics. 

Because the fundamental objectives of den- 
tal and medical internships are the same, the 
Association is firmly convinced that they should 
be treated uniformly in this bill. We believe 
such treatment would give proper recognition to 
the additional education and training provided 
under civilian dental internship prcgrams. 
Therefore, we recommend that H.R. 9428 be 
amended so that a dentist who has completed 
a year of civilian internship training in den- 
tistry will be credited with a year of construc- 
tive service for appointment and promotion 
purposes in the same manner and under the 
same conditions as such credit is to be granted 
to a physician. 


Financial Incentive to Stimulate Extended 
Periods of Active Duty * The inclusion of Sec- 
tion 5 within H.R. 9428 so as to provide a 
program of incentive payments to officers who 
have served a total of three, six or ten years will 
do much to aid in the procurement and reten- 
tion of career officers. The study recently con- 
cluded by the Department of Defense indicated 
that the disparity between civilian and mili- 


tary income of professional personnel was a 
major cause of the present inability of the 
Armed Forces to retain or recruit such per- 
sonnel. This provision should lessen this dis- 
parity significantly so that the typical dentist 
serving in the military might look forward to 
an income pattern more closely parallel with 
that which is current in civilian practice. We 
strongly recommend that this Section, which 
might be termed the major feature of the 
career incentive program, be retained. These 
incentive payments by tending to equalize the 
financial gains from civilian and military prac- 
tice, will assist in attracting dentists into the 
career service and will encourage dental offi- 
cers now on active duty to remain in the serv- 
ice. 

As the usual term of service under the Doc- 
tors’ Draft Act or the Universal Military Train- 
ing and Service Act is two years, the Com- 
mittee might wish to consider strengthening 
this Section by making the first increment in 
these incentive payments take effect after two 
rather than three years of service. This might 
be of decided assistance in influencing a large 
group of dental and medical officers to vol- 
unteer for extended periods of service at a 
time when they have a right to a discharge 
after two years of service. 


Conclusion + It is generally admitted by those 
concerned with the dental as well as the total 
health of the members of the armed services 
that a dental corps staffed primarily with ca- 
reer officers would be more efficient, better 
trained to its military and ancillary missions, 
as well as less costly to maintain. This bill, 
with the modification we have suggested, will 
assist in achieving this objective. After the long 
reliance on the unprecedented and inequitable 
Doctors’ Draft Act, the Association welcomes 
the program and concepts embodied in this 
bill and in the administrative directives of the 
Department of Defense as a first and signifi- 
cant step toward a more efficient dental corps 
built on voluntary personnel. 

In summary, we recommend to the Commit- 
tee that H.R. 9428 be amended so as to 
authorize a year of constructive credit for the 
determination of rank and eligibility for pro- 
motion to dental graduates who have com- 
pleted a year of civilian dental internship train- 
ing, or its equivalent, in the same manner and 
under the same conditions that such credit is 
awarded to physicians who have completed a 
year of medical internship training. 

On behalf of the Association, I wish to ex- 
press our appreciation to the Committee for 
granting us the opportunity of expressing our 
views on this important legislation. 
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STATEMENT ON S. 3430 AND RELATED BILLS 


This statement presents the Association’s posi- 
tion on S. 3430, S. 2408, and S. 2482, each of 
which proposes to establish a National Library 
of Medicine. In substance all three bills have 
an identical goal: It is the establishment of a 
civilian agency directed by persons devoted to 
library administration and the health sciences 
to administer a national library of health 
science collections. To the new agency would 
be transferred the collections, records, and 
equipment of the Armed Forces Medical Li- 
brary which has for many years been in reality 
a national library for the health sciences. Each 
of the bills would, moreover, authorize funds 
for constructing new and vitally needed facili- 
ties for the priceless collections and records of 
the Armed Forces library. Before discussing 
the specific features of the legislation, I would 
like to portray briefly the dental profession’s 
great interest in the proposed library establish- 
ment. 


Association’s Bureau of Library and Indexing 
Service * At the Central Office headquarters 
in Chicago, the Association operates one of the 
world’s largest dental libraries. Scientific and 
technical books are available for loan pri- 
marily to members of the Association. Upon 
request, services are provided to physicians, 
nurses, dental hygienists, and dentists abroad. 
As a special benefit, the Association also oper- 
ates a package library service through which 
current articles from dental journals are com- 
piled to provide up-to-date reference material 
on dental subjects. The Association also pub- 
lishes quarterly The Index to Dental Litera- 
ture in which all English-language articles on 
dentistry published in the United States and a 
number of foreign countries are indexed under 
subject and name of the author. 

The library’s collection includes not only 
bound periodicals but also the most recent den- 
tal books in the English language. There are 
approximately 10,000 volumes in that collec- 
tion. The library has available 2,000 package 
libraries on 570 topics and provides reference 
services on individual problems. Its audio- 
visual services include distribution from a col- 
lection of 744 prints of dental health and tech- 
nical dental motion pictures, and 2,200 
individual slides, film strips, and radio trans- 
criptions. The Association’s library also pro- 
vides consultative service in the nomenclature, 
history, and audio-visual materials. The library 
is directed by a dentist who is also a career 
librarian. It employs 15 persons, six of whom 
are professionally qualified in library proce- 
dures and administration. The Association's 
library activities have made the dental pro- 


fession especially cognizant of the importance 
of scientific literature to the advancement of 
all phases of professional endeavor, the clini- 
cal and administrative as well as public health 
and research activities. The dental profession, 
furthermore, has long been actively interested 
in the functions performed by the Armed 
Forces Medical Library. An example of that 
close association was the appointment of Basil 
G. Bibby, a dentist and the director of re- 
search at the Eastman Dental Dispensary, to 
the Advisory Board of the Armed Forces Medi- 
cal Library. Dr. Bibby has recently completed 
his term on that Board. 


Need for a National Library of Health «+ 
Despite the excellent library facilities es- 
tablished by many private national organiza- 
tions in the health fields, there is still a great 
need for a national library to collect and make 
available materials from all the health science 
disciplines. Perhaps the most compelling justi- 
fication for such a national library is the in- 
valuable service it will render to researchers 
within each of the many health specialties. 

Those engaged in research explorations 
should have easy access to the full scope of 
literature devoted to the life sciences. The im- 
aginative researcher makes use of seemingly 
abstract, unrelated, and theoretical bits of pub- 
lished information to forge ahead toward his 
goal, whether that be additional knowledge— 
so-called basic research, or the discovery of a 
new practical application of accumulated 
knowledge-—so-called applied research. For 
the dental scientist, the reservoir of basic re- 
search literature in all of the life sciences is 
an invaluable aid. The tissues, the vascular, 
nervous, glandular, and lymphatic systems of 
the oral cavity are part of the whole anatomic 
network. The dental scientist, like any other 
researcher in the health field, depends on his 
imagination and versatility to adapt the find- 
ings and ideas from other biological fields to his 
investigations. The proposed national library, 
with its collections of literature encompassing 
all of the biological and related sciences avail- 
able to researchers throughout the country, 
is an essential element of the health research 
program now being advanced through the 
mutual efforts of the federal government and 
nonfederal agencies and institutions. 

I have selected the great contribution the 
national library can make to the health re- 
search efforts of this nation. There are many 
other activities which can most effectively be 
undertaken by the proposed national library. 
The acquisition, storage, and microfilming of 
rare limited circulation periodicals and irre- 
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placeable ancient documents is one example. 
Its services, moreover, would assist the work 
of many groups other than those in the health 
fields. Science writers, newspapermen, librar- 
ians, translators, and lawyers interested in 
medico-legal problems are only a few of the 
groups which could profitably use the national 
library's services. 


The Armed Forces Medical Library * Much 
credit must be given to the Medical Depart- 
ment of the Armed Forces and chiefly to the 
Surgeons General of the Army for developing 
and administering what is, in fact, the finest 
and largest collection of health science litera- 
ture and material in the world. Because of the 
dedication of Army and later the Armed Forces 
medical leaders, the library has outgrown the 
limitations of a purely Service library and has 
become the great health science library of the 
nation. I am certain that all of the persons 
who have testified or who will testify at these 
hearings agree that the reorganization of the 
Armed Forces Medical Library into a more 
efficient and better housed national library 
should take place at the earliest possible date. 

The Association also wishes to express its 
appreciation to those persons and groups in- 
strumental in bringing to the attention of the 
Congress and the public the urgent need for 
better facilities and increased support for the 
Armed Forces Medical Library. A 1944 survey 
of the library, sponsored by the American 
Library Association, disclosed directly the criti- 
cal state of the library as far as facilities and 
administration were concerned. But more im- 
portant, that survey disclosed by implication 
that the numerous groups vitally concerned 
with the library’s welfare had not effectively 
coordinated their efforts to help solve the prob- 
lem. The library association’s survey stimulated 
not only a great advance in the administration 
of the Armed Forces Medical Library’s serv- 
ices, but also a greater cohesion of the many 
private organizations interested in giving the 
library the stature it deserves. The second 
Hoover Commission and its Medical Task 
Force also contributed magnificently to the 
practicable solution that is now before this 
Committee. 


The American Dental Association’s Recom- 
mendations * The Association has devoted its 
attention specifically to S. 3430 as the pre- 
ferred method for establishing and administer- 
ing the proposed national library. At its recent 
meeting in March, the Association’s Board of 
Trustees adopted a policy supporting the prin- 
ciple of S. 3430. That policy declares: 
“Resolved, that the establishment of a National 
Library of Medicine as proposed by S. 3430, 
84th Congress, be approved in principle.” 
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There are two significant recommendations 
which the Association urges the Committee to 
adopt. The proposed library, under all three 
bills, would be designated the “National 
Library of Medicine.’ The Association believes 
that the full scope of the library’s activities and 
interests should be reflected in its name. The 
Armed Forces Medical Library is now, and the 
proposed library would be, better described as 
the “National Library of the Health Sciences.” 
That designation would not only have greater 
appeal to the several health discipline groups 
but would properly identify the library’s full 
breadth of activity to the public at large. The 
National Institutes of Health, encompassing 
the many health research activities of the 
federal government, is appropriately named. 
It would be equally fitting to give the proposed 
national library its appropriate designation. 
The Association recommends that the Commit- 
tee amend S. 3430 or its equivalent so that the 
proposed national library is named the “Na- 
tional Library of the Health Sciences.” 

S. 3430 does not specify an agency under 
which the proposed national library will be 
administered. S. 2408 and S. 2482 would 
establish the library within the Smithsonian 
Institution. The Association believes that the 
proposed library should be administered by an 
agency directly concerned with health. There 
are two federal agencies best adapted to ad- 
minister the library’s functions. They are the 
National Science Foundation and the U. S. 
Public Health Service. The Association believes 
that the National Science Foundation would 
be eminently equipped to supervise the library's 
activities. We recognize that, at present, the 
National Science Foundation has little opera- 
tional authority and should remain primarily 
an advisory and evaluating agency. Neverthe- 
less, the proposed library would, in the Associa- 
tion’s opinion, be a suitable function of the 
Foundation’s Division of Biological and Medi- 
cal Sciences. The U. S. Public Health Service 
would also be an effective agency for adminis- 
tering the national library. Should the Com- 
mittee decide to place the library under the 
supervision of the Public Health Service, the 
Association suggests that it be attached to the 
National Institutes of Health. 

Finally, the Association strongly endorses 
that part of S. 3430 which provides for dental 
representation on the library’s Advisory Board. 
That recognition of dentistry’s great interest 
in preserving and improving this nation’s finest 
reservoir of health science literature will stimu- 
late even greater support from the 85,000 mem- 
bers of the American Dental Association. 

In behalf of the American Dental Associa- 
tion I wish to thank the Committee for the op- 
portunity of presenting the Association’s views 
on this important legislation. 
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STATEMENT ON S. 849 


I am Shailer Peterson of Chicago. I am secre- 
tary of the American Dental Association's 
Council on Dental! Education. I am here today 
to present the Association’s position on S. 849, 
a bill designed to stimulate the construction of 
vitally needed research facilities at nonfederal 
institutions. With me is Mr. Bernard J. Conway 
of Chicago, secretary of the Association’s Coun- 
cil on Legislation. 


Objective of S. 849 + In substance S. 849 
would establish a three-year $90,000,000 pro- 
gram of grants-in-aid to nonfederal institu- 
tions, such as the dental and medical schools, 
to defray the cost of constructing and equip- 
ping facilities for research in connection with 
crippling and killing diseases. 

S. 849 establishes four fundamental premises 
on which the need of federal support for the 
construction of nonfederal health research 
facilities is based. In essence, those premises 
are: first, that certain devastating diseases 


cause widespread suffering and weaken the na- 
tion’s economy and military strength; second, 
that scientific development of health research 
is retarded in many areas where research skills 


are now available; third, that attracting more 
young scientists into health research depends 
primarily on making facilities available for 
their endeavors; and fourth, that freshness of 
vision and exploration of new ideas will be en- 
hanced by making research opportunities avail- 
able in all regions of the country under com- 
petent local auspices. It would be difficult to 
challenge the validity of those premises. The 
first is particularly applicable to the nation’s 
health problem and economic burden caused by 
dental disease. The others portray a pattern of 
neglected research potential that has materially 
retarded the development of an adequate den- 
tal research program in the United States. 


The Impact of Dental Diseases * The physical, 
social, and economic toll taken by oral dis- 
eases is staggering. Perhaps the best reflection 
of the nation’s dental burden is the annual cost 
of dental health care borne by the civilian 
population. About one and one-half billion dol- 
lars is spent annually for private dental health 
services. Additionally, the federal government 
spends more than 100 million dollars annually 
for the dental health care of members of the 
Armed Forces and veterans. Despite this tre- 
mendous expenditure, less than one half of the 
population obtains adequate dental health care. 

The cost of dental disease in terms of suffer- 
ing and ill-health, however, is even more 
startling, for example: 


Almost all persons suffer from ora! disease 
at some time during their lives. 

Dental caries, or tooth decay, is the most 
prevalent disease in the United States. 

Seventy-five per cent of the people who lose 
teeth lose them because of periodontal diseases, 
so-called pyorrhea. 

Twenty per cent of our children suffer from 
severe deforming irregularities of the teeth and 
jaws. 

One child out of every 800 born alive suffers 
from the severe deformity of cleft palate. 

Twenty-five per cent of the population above 
the age of 15 years is wearing one or two full 
dentures as a result of previous dental disease. 

There are definite relations between oral 
infections and serious heart ailments such as 
rheumatic heart disease and subacute bacterial 
endocarditis. 

Nine per cent of all cancers occur in parts 
of the mouth related to the dental structures. 

These are just some of the serious dental 
disease problems for which there is an im- 
mediate and urgent need for an intensified re- 
search attack. 


Research in the Dental Schools * A vigorous 
attack on the dental disease problem depends 
primarily on research resources within this 
nation’s dental schools. The schools are the 
major contributors to our dental research ef- 
fort. They are today making commendable 
progress in investigating the causes of all 
known dental disorders. But in order to meet 
their full responsibility, the dental schools must 
greatly increase their research endeavors. One 
of the great difficulties faced by the dental 
schools is obtaining the vast sums needed for 
expanding and equipping their research facili- 
ties. 


Financial Needs of Dental Schools * The 
Council on Dental Education recently com- 
pleted a survey of the dental schools to deter- 
mine their minimum need for additional facili- 
ties and equipment for all purposes. This sur- 
vey disclosed that the schools have spent over 
40 million dollars during the last five years for 
new buildings, for remodeling and expansion of 
buildings, for new equipment and for replacing 
and repairing equipment. All of the past ex- 
penditures reported were made by the schools 
out of their own resources; to our knowledge, 
no outside assistance was provided. 

The expenditures made by the institutions 
are particularly significant when one recog- 
nizes that, each year, it costs an average den- 
tal school between $800 and $1,000 (the dif- 
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ferential between tuition and cost of opera- 
tion) to educate one student. The average 
dental school spends about $200,000 annually 
to make up the difference between tuition and 
clinic revenues and the actual cost of operat- 
ing the school. With the schools required to 
expend such large amounts merely to continue 
the conduct of their programs, it is under- 
standable that they are limited in the amount 
that they can spend on new buildings and ex- 
pansion. 

In the survey on recent expenditures, the 
dental schools reported their minimum need 
for additional funds for construction of new 
buildings, for expansion and remodeling of 
existing facilities, for new equipment, and for 
replacing and repairing present equipment. 
The 43 schools reported that they had an im- 
mediate need for 40 million dollars in addi- 
tional funds. It should be emphasized that 
most of the schools based their estimates on 
their need for the next year, rather than for a 
three or five year period. It should be kept in 
mind, too, that the estimates were given with- 
out any knowledge that outside financial as- 
sistance might be available. I believe it is im- 
perative that the schools of dentistry continue 
to improve their programs. That means, of 
course, that the schools must have the best 
available facilities and equipment. The cost of 
modern research facilities and equipment is 
tremendous. But research is a highly important 
part of the dental school curriculum; it is an 
essential discipline for the practicing dentist 
as well as for the teachers and dental scientists 
which the dental schools must supply. 

As you are no doubt aware, the Council on 
Dental Education serves as the official ac- 
crediting agency for the dental schools. In my 
capacity as secretary of the Council, I have 
visited all of the dental schools and am aware 
of their long-range needs. Nine of the schools 
have physical plants which are reasonably ade- 
quate; they do, however, require some minor 
expansion of physical facilities and additional 
equipment. Three schools have modern plants 
but require additional facilities to provide for 
their present enrollment and for the increased 
enrollment which they wish to make possible 
shortly. The remaining 31 of the 43 schools 
need considerable funds for new buildings to 
modernize their total facilities, particularly to 
modernize their research laboratories. Con- 
servatively, it can be estimated that each of 
the 31 schools requiring new buildings will 
need about 1.5 million dollars to modernize 
its facilities. Each of the three schools which 
must expand its present facilities needs 1 
million dollars or thereabouts. Additional 
equipment needs for all 43 schools would 
amount to about 10 million dollars. The 43 
dental schools now in operation, therefore, 
need at least 60 million dollars during the next 
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three to five years; about 15 million dollars of 
that total is needed for expansion and equip- 
ment of research facilities. 

Four new dental schools will soon be accept- 
ing students; two within the next six months, 
the other two within 18 months. A minimum 
estimate of their financial requirements for 
buildings and equipment would be 15 million 
dollars; about 3 million dollars of that total 
will be needed to construct and equip their 
research laboratories. Thus, the dental schools 
could conservatively use, during the next three 
years, at least 75 million dollars for construc- 
tion and expansion, 18 million dollars of which 
is needed for construction, expansion, and 
equipment of their research facilities. There is 
every reason to believe that a considerable 
portion of the 90 million dollars in matching 
grants proposed by S. 849 could be profitably 
utilized by the dental schools. It is also reason- 
able to assume that the required matching 
funds would be forthcoming as a result of the 
stimulus supplied by available federal funds. 


Association’s Recommendations * The Associa- 
tion supports the objectives of S. 849. One of 
the goals of the National Dental Research Act 
(Public Law 755, 80th Congress) is to foster 
and expand dental research in nonfederal in- 
stitutions. To achieve that goal, the schools 
must have financial assistance in the expansion 
of their facilities. In addition, the Association 
has long supported the principle that federal 
funds should be made available to dental 
schools which are not able through private 
resources to support their programs adequately. 
On four occasions the Association has testified 
in favor of legislation designed to assist dental 
and medical schools to expand and improve 
their facilities and equipment. One of the 
primary factors in establishing the Association's 
policy in support of federal grants to the den- 
tal schools was the tremendous cost of con- 
structing and equipping their research facilities. 

In evaluating the specific provisions of S. 
849, the Association is concerned principally 
with three of its important features and im- 
plications. 

The purpose of S. 849 is spelled out in Sec- 
tion 702. That section indicates that the grants 
will be made available to schools of dentistry 
among other institutions. That section also 
provides that the facilities constructed and 
equipped with grant moncy are to be devoted 
to crippling and killing diseases. The Associa- 
tion recommends that dental disease be added 
to the category of listed diseases in Section 702. 
Recently in testimony before the Senate Sub- 
committee on Health on S. 3246, a bill to in- 
crease the authorization for the National In- 
stitute of Dental Research building, Senator 
Hill, sponsor of S. 849, indicated to a represen- 
tative of the Department of Health, Education. 
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and Welfare that he did not consider that S. 
849 would be limited to research into the dis- 
eases listed in the bill. The Department witness 
indicated that he believed S. 849 would be so 
limited. To prevent the possibility of too strin- 
gent limitation on the availability of the grants 
provided within S. 849, then, the Association 
urges the inclusion of dental diseases as a 
specific category in Section 702. 

The formula for equalizing federal grants 
among the four geographical regions designated 
in the legislation may arbitrarily restrict de- 
velopment of worthy research projects. The 
Association suggests that this Committee evalu- 
ate the disposition of the grants periodically, 
should S. 849 be enacted, to determine the 
practicability of the formula. The regional 
plan for allocating funds does appear to be 
equitable in terms of the location of the 43 
dental schools. There are presently 8 schools 
in Region I, 10 in Region II, 14 in Region III, 
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and 11 in Region IV. Two more dental schools 
will shortly be added to Region I: Seton Hall 
and Fairleigh Dickinson Colleges in New Jersey 
are completing arrangements this year for new 
schools of dentistry. One more will shortly be 
added to Region II: West Virginia University 
has approved the addition of a school of den- 
tistry to its program. 

Finally, the Association suggests that a pro- 
vision be added to S. 849, or that the Commit- 
tee indicate in its report on the bill, that no 
attempt will be made by any federal official or 
agency to exercise control over, or prescribe 
any requirements with respect to, the cur- 
riculum or to the administration of any non- 
federal institution, or to the admission of 
applicants thereto. 

In behalf of the American Dental Associa- 
tion, I wish to thank the Committee for the 
opportunity of presenting the position of the 
Association on this important legislation. 


American Dental Association Film Library 


The Film Library, established four and a 
half years ago as a section of the Bureau 
of Library and Indexing Service, now 
possesses one of the largest dental and 
audio-visual collections for circulation to 
professional and nonprofessional groups 
in the country: 744 prints of 143 
film titles, 87 sets of 27 slide titles and 57 
prints of 8 filmstrips. Six hundred and 
thirty-six prints of 109 titles, (an increase 
of 400 per cent), have been acquired for 
circulation during this period. 

How these materials were discovered 
and the criteria used in their selection 
may be of interest to dental societies, 
government agencies and hospital dental 
staffs that plan to establish film libraries, 
or to producers of films, slides and film- 
strips. The sources of audio-visual mate- 
rials are varied. Dental schools, individual 
dentists, and government agencies have 
been the most prolific sources. State so- 
ciety journals, bulletins, news releases and 
attendance at dental society meetings 
have also supplied valuable leads. 


All audio-visual materials are 
viewed and evaluated by a panel of con- 
sultants prior to acquisition. The content 
of the materials determines the constitu- 
tion of the panel. The preview panel ros- 
ter consists of general practitioners, oral 
surgeons, periodontists, prosthodontists, 
orthodontists, endodontists, dental health 
educators, dental school faculty, and staff 
members qualified to evaluate materials 
in their respective areas. The preview 
panel for a film on anesthesia, for in- 
stance, would be composed of a general 
practitioner, an oral surgeon and profes- 
sionally trained staff members qualified 
to evaluate material in this subject area. 

In addition to being previewed at the 
Central Office, films are sent to interested 
dental schools to be evaluated. 

In evaluating visual education material, 
the consultants or panelists are requested 
to consider the following points: 


1. Are any technics illustrated not ac- 
ceptable? If so, please specify. 
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2. Does the material fulfill its declared 
? 
A. Undergraduate teaching 
B. Postgraduate teaching 
C. Research 
D. General information 

3. Does the material contain any scien- 
tific inaccuracies? If so, explain. 

4. Is the content well organized? 

5. Is the subject well presented ? 

A. What is the quality of its pho- 
tography? 

B. Continuity? 

C. Narration? 

6. Are there any suggestions for im- 
provement? 

7. If the material contains some ad- 
vertising, is it objectionable? 

If the technics presented in the material 
are unacceptable or scientifically inaccu- 
rate, or if the audio-visual material is poor 
in part, suggestions for revision are made 
to the producer. 

Even though the material is concerned 
with controversial topics such as thumb- 
sucking or hypnosis, it is purchased, pro- 
vided it meets all the other requirements 
established by the reviewers and provided 
the technics advocated do not endanger 
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the welfare of the patient. The intrinsic 
value of the technics depicted is left to the 
judgment of the dental societies, individ- 
ual dentists and other professional groups 
which view the film. 

This procedure does not apply to the 
evaluation of dental health films which 
will be shown to the public. The dental 
education concepts presented cannot be 
controversial. They must be based on den- 
tal health facts which conform with in- 
formation published and distributed by 
the Association. 

The Association recognizes that film 
making is expensive, consequently it tries 
to help prospective producers by offering 
free consultative service on all phases of 
the subject from planning the script to 
the shooting of the film and the editing 
of the final copy. 

Inquiries from dental societies on any 
aspect of the Film Library program and 
notification of new film releases from den- 
tal film producers will be welcomed. 

Since films, like books, are a means of 
communication, the Film Library endeav- 
ors to collect good films on all subjects 
covered by the books circulated by the 
Bureau of Library and Indexing Service. 


Revision of list of certified dental materials 


Since the publication of the most recently revised List of Certified Dental Materials 
Revised to November 1, 1955 (J.A.D.A. 52:58 Jan. 1956) the certified inlay casting 
waxes were retested for compliance with American Dental Association specifications. 
The following materials conform to American Dental Association Specification No. 4 


for Inlay Casting Wax. 


CERTIFIED INLAY CASTING WAXES 
(A.D.A. SPECIFICATION NO. 4, FIRST REVISION ) 


Wax 


Baker-Blue—Regular medium 
Kerr-Blue—Hard 

Security 

Taggart’s Blue 


Manufacturer or distributor 


Baker & Co., Inc. 
Kerr Mfg. Co. 
The Cleveland Dental Mfg. Co. 


Mizzy, Inc. 
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Editorials 


Federal food and drug protection: 


a half century of progress 


June 30, 1956, marks the fiftieth anniversary of the first federal food and drugs act 
and of the federal meat inspection act. Called “the most significant peacetime legisla- 
tion in the history of our country,” these acts resulted in the eventual establishment 
of the Food and Drug Administration, today an agency of the Department of Health, 
Education, and Welfare. 

The fifty years of effort on the part of the FDA have borne good fruit. Today the 
American consumer feels a confidence—still unfelt in many lands—in the food he eats 
and the drugs and cosmetics he uses. The American dentist and physician have con- 
fidence that the drugs they prescribe are as represented by the labels on the containers. 

Yet there are no grounds for complacency. The job has grown too big for the 
present FDA staff of 767 employees engaged in enforcement work. For years food 
and drug protection under the act has lagged behind the growth and progress made 
by the food, drug and cosmetic industries. 

The character of our food and drug supply is changing. About a third of today’s 
grocery sales include items that did not exist ten years ago, or were sold then only in 
token quantities. In the drug field a parade of discoveries and products has revolu- 
tionized therapeutics. 

A citizens’ advisory committee appointed in 1955 found that the staff and facilities 
of the FDA had not kept pace with this development, and recommended: (1) a three- 
fold to fourfold expansion, to be accomplished over the next five to ten years; (2) a 
10 per cent to 20 per cent budgetary increase in the first year; (3) a new office and 
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laboratory building in Washington, and (4) a greater emphasis on the use of educa- 
tional methods to promote law observance and consumer understanding. 

President Eisenhower, in his budget submitted to Congress this year, asked for an 
increase for FDA of almost one million dollars. This has been voted by the House, 
and approval by the Senate is awaited. 

Dentists, charged with the responsibility of prescribing and administering drugs, 
have a vital interest in maintaining and strengthening efficient administration of the 
food and drugs law. 

The Council on Dental Therapeutics of the Association lists in Accepted Dental 
Remedies proprietary products currently accepted by the Council, and also describes 
nearly all the official drugs of demonstrated usefulness for dental practice. Standards 
of composition established by the United States Pharmacopeia and the National 
Formulary are recognized as official by the Food, Drug and Cosmetic Act, and are 
enforced by the FDA. 

Many dangerous and substandard drugs have been removed from the market by 
the activities of the FDA. A new drug license must now be obtained before a new 
drug may be introduced into interstate commerce. America has the finest food and 
drug supply of any country in the world. 

Dentistry, together with other professional groups, food and drug enforcement 
officials, consumer groups, and nearly all manufacturers in the food, drug, chemical 
and cosmetic industries, acclaims the present legislative proposals to strengthen the 
FDA. The proposed budgetary increases will help the FDA deal with the growing 
problems created by the host of new products coming on the market, and will ensure 
that the present high standards are preserved. 


Additional income assured for dental 


and medical officers in the Armed Forces 


It is hoped that the critical shortage of career dental and medical officers in the 
Armed Forces will be eased with the signing of H.R. 9428, the military career incen- 
tives bill, by the President on April 30. The new law is designed to make careers in mili- 
tary dentistry and medicine more attractive by providing, in addition to the present $100 
a month special pay, increases of $50 a month each, at the end of two, six and ten 
years of service. In addition, time spent in medical and dental school and in civilian 
medical (but not in dental) internship counts as military service for purposes of rank 
and promotion. 

Some immediate, positive step had to be taken to enhance the military career for 
dental and medical officers. The number of experienced dentists and physicians 
eligible for call under the draft law was dwindling rapidly. 

Since World War II the nation’s dentists have found many opportunities in civilian 
life at incomes far beyond those of the military dentist. According to a 1953 survey of 
dental practice,’ the mean net income in 1952 for independent (nonsalaried) dentists 
who answered the income question was $10,873. In 1952 the pay of captains in the 
dental corps of the Army and Air Force and lieutenants in the dental corp of the 
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Navy was approximately $6,900. Thus such dental officers received something less 
than two thirds the income of their professional colleagues in private practice. 

The great differential in income has been a factor in the decision of many career 
military dentists to leave the service and return to civilian practice. The new law 
should help to establish a military dental career that will attract volunteer dentists. 
The military departments have already expressed hope that many dentists now on 
active duty under the draft law will decide to continue their military careers after 
completion of their two years of obligated service. Those who do so will receive an 
immediate pay raise under the new law. 


!. American Dental Association, Bureau of Economic Research and Statistics. The 1953 survey of dental practice 
Il. Income of dentists by location, age and other factors. J.A.D.A. 48:68 Jan. 1954. 


Artificial sweeteners 


A recent report of the National Research Council! on the use and safety of artificial 
sweeteners in foods is welcome news to the increasing number of persons who, for 
reasons of health, are compelled to substitute artificial for natural sweets. From the 
standpoint of the dentist, the report also opens up a wide new field that demands a 
thorough exploration by researchers interested in the prevention and control of dental 
decay. 

If the present conclusions of the Council are supported by further evidence, it is 
not unwarranted to speculate that the widespread use of artificial sweeteners in 
desserts, and particularly in between-meal snacks, will reduce materially the incidence 
of dental caries among tomorrow’s children. 

The review of the safety of artificial sweeteners was made by the Food Protection 
Committee of the Food and Nutrition Board of the Council. Its analysis embraces the 
literature back to the extensive investigations undertaken for the Referee Board of 
Scientific Advisors to the Secretary of Agriculture in 1911 to determine the influence 
of saccharin on the nutrition and health of man. More recent studies have also tested 
the influence of the cyclohexylsulfamates, known as “cyclamates,” presently widely 
used as sweeteners. Saccharin is estimated to have 300 to 500 times, and the cyclamates 
sore 30 times, the sweetening power of sucrose. 

The Food Protection Committee concludes: 


There is no evidence that use of the nonnutritive sweeteners, saccharin and cyclamate, for 
special dietary purposes is hazardous. In the case of cyclamate, unrestricted use in foods and 
beverages may result in the formation of soft stools, but probably without interference with 
other functions of the intestine and without hazard to health. . . . 

The maximal amount of saccharin likely to be consumed is not hazardous. No adverse 
synergistic effect was observed in combination with saccharin and cyclamate as tested. 

These materials “should be subject to continuing observation for possible deleterious effects 
under prolonged and varying conditions of use and should be reappraised whenever indicated 
by advances in knowledge.” 


Although the studies made on the toxicology and pharmacology of cyclamate indi- 
cate that this substance is relatively nontoxic, in the human there has been study of its 
effects only on adult men. Further study of cyclamate will permit added confidence in 
evaluating the safety of the chemical for general use. 
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In view of these conclusions by the National Research Council, dentists need have 
no hesitancy in recommending the use of artificial sweeteners in the temporarily re- 
stricted diets of patients who are noticeably susceptible to dental caries. In fact, the 
time may come when nutritionists will advise the substitution of accepted artificial 
sweeteners for the excess of natural sweets commonly consumed by Americans—an 
excess which is now known to be injurious not only to dental health but to general 
health as well. 


1. Food Protection Committee. The safety of oo} sweeteners for use in foods. Washington, D. C., National 
Academy of Sciences, Nationa! Research Council, Aug. 


Three societies celebrate 


a century of service 


Two constituent societies and one component society of the Association this year com- 
memorate the one hundredth anniversary of their beginning. To the Michigan State 
Dental Association goes the distinction of being the first state dental society to have 
completed one hundred years of continuous existence. To the North Carolina State 
Dental Society goes the distinction of weathering in its infancy the War between the 
States and emerging after twenty years into one of the nation’s leading dental societies. 
To the St. Louis Dental Society goes the distinction of being the first component 
dental society in the country to record a hundred years of service. 

Soon other societies will crowd these three for the limelight. During the next three 
decades! more than half of the state and territorial dental societies will enter the cen- 
tennial circle. But as of this year only three can share that honor. Each in its own 
way and to the limit of its resources has contributed to the advancement of its mem- 
bers and to the welfare of its community. Combined, their contributions have helped 
place the profession of dentistry on the high plane it holds today. 

THE JOURNAL takes this occasion to pay its respects to these centenarian societies 
and especially to the workers within their ranks who made them great; for each organi- 
zation is great, not because it has lived a hundred years but because of the manner in 
which it has lived them. 

Someone once said that an organization is great when it keeps abreast of the times 
and meets the needs of the people. The dental societies of Michigan, North Carolina 
and St. Louis have met those criteria and, having met them, can take a bow. 


1. Bulletin of the History of Dentistry, vol. 4, no. 3, March 1956. 
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The Reader Comments 


THE JOURNAL devotes this section to comment by readers on topics of 
current interest to dentistry. The editor reserves the right to edit all com- 
munications to fit available space and requires that all letters be signed. 
At the request of the author, signatures will be deleted before publication. 
Printed communications do not necessarily reflect the opinion or official 
policy of the Association. Your participation in this section is invited. 


FLUORIDE DENTIFRICES 


Some time ago I criticized the “addendum” 
te the article by Muhler and others published 
in the November 1955 issue of THE JOURNAL. 
Radike’s reply to my criticism (THE JOURNAL, 
February 1956) strengthens rather than weak- 
ens the points I tried to make. 

First of all, it shows that the study I felt 
they should not have quoted was known to 
them for many years and, therefore, they had 
plenty of time to obtain my interpretation of 
it. It also reveals that the 23 per cent reduc- 
tion obtained in the study I felt should have 
been mentioned along with the one they 
actually quoted did, at one time, seem im- 
portant to Procter & Gamble, for apparently 
it was this observation which prompted the 
company to offer financial support for our 
clinical studies, which until that time had been 
“supported” only to the extent of free denti- 
frices. 

Although the listing in Radike’s letter of 
the negative observations in our pilot studies 
on the use of dentifrices to which sodium 
fluoride had been added probably was designed 
to create further doubts as to the value of 
sodium fluoride as a dentifrice constituent, it 
also strengthens a point made in my letter, 
namely, that fluorides must be “suitably com- 
bined in dentifrices” in order to be effective. 

That Procter & Gamble has had difficulty 
in doing this with sodium fluoride is suggested 
by the risky nature of the fluoride dentifrice 
formula (Crest) which it is now marketing. 
Certainly, if it were not necessary to use a 
highly acid dentifrice (as low as pH 5.3 in 
Rochester samples) in order to get a fluoride 
effect, the resultant risk of increased tooth 
brush erosion would not be run. Neither is it 
likely that if it could have been avoided, the 
company would choose a dentifrice formula 
which, on the basis of laboratory tests, will 
cause darkening of the teeth in some dentifrice 
users. 


The Editor 


Since my interpretation of our own sodium 
fluoride dentifrice studies has been questioned, 
a restatement of my views is probably in order. 
They follow: 


1. It was a mistake on my part to include 
the results of two unpublished studies in our 
tabulation of fluoride dentifrice results. 

2. The negative results of our studies led 
us to believe that the dentifrice base was very 
important in determining the effectiveness of 
added fluorides. They also suggest that the 
relative effectiveness of different fluorides can- 
not be reliably compared by studies such as 
those of Muhler and others in which different 
fluorides are combined in the same dentifrice 
base. 

3. Dentifrice tests should be carried out in 
groups of children who are encouraged to clean 
their teeth either by parents or as part of an 
existing school dental hygiene program. If this 
is not done, dentifrices probably will not be 
used, and results become meaningless. It is be- 
cause we had no evidence that the dentifrice 
was used to any significant extent in the study 
quoted in the “addendum” (Wellock and 
Bibby’s study, 1948) that we declined to pub- 
lish a full report on it. In my opinion, the 
study was not “well conducted” as Radike be- 
lieves, and the observations have less value 
than those of the first year of our 1946 study 
in which it is known that the dentifrice was 
used. 

4. Knowing that we did not believe the two 
studies in question were sufficiently sound to 
be “published in detail,” it was out of order 
for the authors to base possibly misleading in- 
terpretations on one of them without either 
quoting the order or inviting a direct com- 
ment from us. 

5. A useful purpose could be served by 
encouraging a full discussion in these columns 
of the claims and hazards of various fluoride 
dentifrices. 

Basil G. Bibby, Rochester, N. Y. 
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LETTER FROM A PATIENT 


This is a letter to the dentist from his patient. 
I admire your great skill in filling my teeth. I 
enjoy your ability to entertain me while I am 
receiving “drilling” entertainment at your 
hands. I appreciate the advice you have given 
me from time to time about the care of my 
teeth. But I have one suggestion to make 
which I think could be of immense help to all 
of us. 

When we leave our dentist, we usually for- 
get all the advice he has given us. Won't you 
as our dentist help us by preparing a small 
card which we can place on our bathroom 
mirror, giving us the advice which we need to 
prevent caries. I should think it might read 
something like this. 

“Rules to Prevent Tooth Decay: (1) Rinse 
your mouth out with warm water within five 
minutes after eating a meal. (2) Avoid soft 
drinks and candy, but if you do indulge, rinse 
your mouth out as soon as you have finished. 
(3) Before retiring at night, use a tooth brush 
and, if your teeth need it, dental floss as well.” 

If such a card were given to all patients, 
more of them will thank you than perhaps 
you realize. 

Jerome Davis, West Haven, Conn. 


HYPNOSIS IN DENTISTRY 


Regarding THE JOURNAL’S editorial and letter 
on hypnosis from Dr. Burgess in the April issue 
of THE JOURNAL, please note that the Amer- 
ican Society of Psychosomatic Dentistry only 
approves courses given by its own few instruc- 
tors. It is a small group of about 190 dentists 
who are utilizing a name that seems to repre- 
sent all American dentists using hypnosis. 

The seminars to which they refer have been 
attended by about 2,000 dentists and physi- 
cians throughout the United States and have 
been sponsored by many dental and medical 
groups, including Marquette University Post- 
graduate School, Ohio Valley Hypnodontic 
Society, Chicago Society of Psychosomatic 
Dentistry, Chicago Society of Clinical Hyp- 
nosis, Birmingham Society of Obstetrics and 
Gynecology and others. 

The Chicago Society of Clinical Hypnosis, 
with a membership of almost 200 physicians 
and dentists, has membership qualifications at 
least as rigid as those of the A.S.P.D. The 
great majority of our members received their 
training from seminars on medical and dental 
hypnosis and are utilizing this teaching in 
their medical and dental practices. 

Panelists for these seminars are physicians 
with a combined experience of over 100 years 


in hypnosis, specializing in all phases of medi- 
cine, surgery and psychiatry, as well as similarly 
trained dentists who are present or past officers 
of much larger dental psychosomatic groups 
than the A.S.P.D. 

The publicity of an editorial on the basis of 
one small group’s opinion does a great dis- 
service to American dentistry. 

Pat McFate, executive secretary, 
Chicago Society of Clinical Hypnosis 


The 


TEETH FOR RESEARCH 


In the February issue of THE JOURNAL an 
article appeared under “Research” titled 
“Help!—Fairies Compete with Researchers for 
Teeth.” It described Dr. Schatz’s problem in 
obtaining deciduous teeth for research pur- 
poses. I think I have the answer for Dr. 
Schatz. 

Approximately two years ago, the thought 
struck me, “Why give the young child his 
badly broken down and infected deciduous 
tooth after it is extracted? Why not substitute 
a plastic tooth, which is much nicer and, of 
course, more sanitary for the child to take 
home?” After looking around a little bit, we 
found a company which makes translucent 
maxillary models, and the firm was happy to 
supply us with plastic deciduous teeth. 

The Hartford Health Department’s dental 
program is for preschool age children, and in 
the many hundreds of extractions done during 
the course of a year, we have yet to hear an 
objection to the child’s receiving a plastic 
tooth as a substitute for his own. 

Leonard F. Menczer, Public Health 
Dentist, Hartford, Conn. 


SCHOOLS SHOULD TEACH HYPNOSIS 


The editorial comment in the April issue of 
THE JOURNAL concerning training seminars 
in hypnosis has a basic validity which is un- 
questionable. It is important, however, to 
recognize these so-called seminars as the re- 
sponse to a demand for training by the dental 
practitioner. Without this demand, the semi- 
nars would not have been created. 

The dentist’s desire to explore areas which 
may help him in his professional function is 
part of the normal scientific curiosity which 
has led to the growth and development of 
dentistry. The nature of scientific curiosity is 
such that satisfaction will be sought through 
whatever channels exist—even though they be 
inadequate. Unfortunately, the fault often lies 
in the inertia of the medical and dental schools 
and their reluctance to accept the needs of the 
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profession which they have the responsibility 
of training. 

The solution to the problem of controlling 
the training of dentists in hypnosis lies only 
in the acceptance of training as the function 
of trained personnel in the universities, the 
creation of research and teaching centers 
under adequate supervision and the establish- 
ment of educational standards. Research and 
teaching must go on together, and it is rather 
ridiculous to postpone teaching until research 
is complete, as it is unscientific to limit the 
development of a concept because someone 
may find it unacceptable. 

The comparison of the use of hypnosis with 
the use of a drug and the use of precautions 
set up by the Pure Food and Drug Act to test 
its efficacy is an invalid oversimplification. 
The evaluation of hypnosis itself is meaning- 
less without considering the ability and train- 
ing of the dentist who uses it and his own 
personality structure. Hypnosis is not a single 
phenomenon acting alone but rather a direct 
function of the person who uses it. This evalua- 
tion is completely individual and as compli- 
cated as the mind itself. It is because of these 
problems that competent training is necessary, 
and it is the obligation of the schools to make 
such training available. 

It was through the cooperation of the Amer- 
ican Hypnodontic Society and Long Island 
University that a training program in hypnosis 
was established for dentists at Long Island 
University. This program is now in its second 
year of operation, and a report on it was pub- 
lished in the October 1955 Journal of Clinical 
and Experimental Hypnosis. 

Arthur H. Wald, D.D.S., Brooklyn. 


PREVENTION OF DENTAL CARIES 


An article in the April journat by Kesel 
on caries prevention compiles recommenda- 
tions to achieve a sizable reduction in the 
decay rate. Since little has been accomplished 
with much of this knowledge available for half 


THE READER COMMENTS . . . VOLUME 52, JUNE 1956 © 757 


a century, it may be time for a realistic re- 
appraisal of the virtues or practicability of the 
current preventive measures. 

It was our experience after visiting many 
tribes with decay rates for which we would 
gladly settle, that their diet may be rich or 
poor in carbohydrates, even in sugars, that 
they never brush their teeth and that their 
water supply may be free of fluorides. The 
biochemistry of their diets varies extremely; 
they have one trait in common, which is a 
biophysical rather than a biochemical one: the 
higher range of loads applied to the teeth 
whether it is in crushing crustaceans, chewing 
of leather, opening of nuts or simply in the 
use of hard-crusted unpackaged bread. 

The purpose of our teeth is a physical and 
not a chemical one. Having lost their motive 
for existence, our teeth are taking a course 
leading us fast toward becoming homo 
edentatus plasticatus; it is doubtful whether 
we can forestall this fate with chemical 
maneuvers. 

Today we know of the extensive, all-pervad- 
ing network of the organic enamel matrix 
with its metabolic potentialities; we are aware 
of the potent variable of pressure in biology 
and in physics, and we know what lack of loads 
does to the structure of the femur, particularly 
of the immobilized child. As the tooth in all 
its strata is no longer considered inert, it must 
be recognized that either lack of loads with 
our soft foods or higher compression cannot 
fail to influence its structure throughout. 

Instead of the frustrating insistence on nar- 
row dietary regimes, attempt unpackaged, 
hard-crusted bread, as the ends of rye or corn 
bread, pumpernickel or Italian bread at the 
earliest age. Our trend to strained, chopped 
baby foods, euphemistically termed solids, in- 
culcates an aversion to chewing. Parents should 
realize that their infants will not choke on 


less cooked and harder foods, and that the ~ 


tooth structure will greatly benefit thereby. 
Our teeth need a heavier load—in addition 
to our customary soft diet. This aim can be 
achieved. 
H. H. Neumann, New York. 
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International Correspondence 


Sir Wilfred Fish, chairman of the Dental Board 
of the United Kingdom, writes that there are 
three dates that have special significance in the 
history of dentistry in Great Britain. One is 
1878, when the first dentists’ act was passed 
protecting the titles of “dentist,” “dental 
surgeon” and “dental practitioner.” This act 
made illegal the use of any of these titles by 
any person whose name did not appear on the 
dentists’ register, and it made the General 
Medical Council, which already kept a register 
of medical men, responsible for keeping the 
dentists’ register too. 

This meant that the General Medical Coun- 
cil was responsible for disciplining the dental 
profession and in extreme cases could erase 
the name of a dentist from the register. The 
Council also prescribed the minimum standard 
below which the dental course leading to 
qualification for registration might not fall. To 
help it perform its duties, one dentist, who 
was without exception always a qualified medi- 
cal man as well as being a dentist, was elected 
to the Council as an additional member. 

The second date is 1921, when another den- 
tists’ act was passed setting up the Dental 
Board composed of six dentists, three physicians 
and three representatives of the governments 
of England, Scotland and Northern Ireland. 
The Board’s first chairman was a layman who 
was also a privy councillor and a baronet, Sir 
Francis Dyke Acland. This Board proceeded 
to keep the dentists’ register and was respon- 
sible for discipline, but its decisions were sub- 
ject to ratification by the General Medical 
Council. Its finances also were subject to 
review by the Council before being laid on the 
table in both Houses of Parliament. It was not, 
however, the supervision by the Council which 
caused any difficulty, for that simply worked 
like a subcommittee reporting back to the 
main committee, and the Board performed 
many functions with which the General Medi- 
cal Council had no concern. It was the lack 
of academic representation on the Board that 
prevented it from fulfilling completely the 
duties of professional government. 

Hence 1956 is the third significant date, for 
on March 15, the Royal Assent was given to 
another dentists’ act saying that on a certain 
appointed day the Dental Board shall hand 
over its assets, liabilities and functions to a 
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new body, a “general dental council.” More- 
over, the General Medical Council shall also 
hand over to the new General Dental Council 
the functions relating to dentistry that it has 
hitherto performed. From that day the Dental 
Board will cease to exist, and the dental pro- 
fession will be self-governing; the General 
Medical Council will have no further concern 
with its administration. 

Now it has fallen to the Dental Board to 
decide which should be the appointed day for 
the transfer of function. What is rather in- 
triguing is that without realizing the special 
significance, we have asked the Lord President 
of the Council to petition Her Majesty that the 
date be July 4. That date wii! have a signifi- 
cance as great for Biitish dentistry as it has 
for the citizens of the United States. 

We hope it will be as fruitful in stimulating 
progress and that the happy relations which 
exist between two countries will be reflected 
in the friendship which will continue to fluor- 
ish between British dentistry and our medical 
colleagues to whom we owe a great debt of 
gratitude and friendship. 

It is good that we should now be administra- 
tively independent, but academically and pro- 
fessionally the closest ties still hold us together, 
and that is good too. 


RESEARCH 


Prof. Martin Rushton sends a report on the 
Fourth Annual Meeting of the British division 
of the International Association for Dental 
Research which took place at Liverpool April 
13 and 14 and was attended by 85 members 
and guests. Thirty papers representing all 
aspects of dental science and oral pathology 
were presented and discussed, and there were 
also seven demonstrations. This is the largest 
meeting which the division has yet held. A 
longer meeting probably will be needed next 
year to allow the acceptance of all the suitable 
contributions. 

At the dinner, which followed a cocktail 
party given by the staff of the School of Den- 
tal Surgery of the University of Liverpool, the 
Councillor announced that membership of the 
division was now 50. A particular welcome 
was given to two members of the North Ameri- 
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can division, Capt. J. A. English, U.S.N., and 
Dr. Greulich, both of whom contributed to the 
success of the meeting. 

At a business meeting, considerable concern 
was expressed at the difficulties and delay ex- 
perienced by members in obtaining publica- 
tion of their work in suitable journals. The 
delay in some journals had reached 18 months, 
and in others the standard of reproduction of 
illustrations was poor and unsuitable for histo- 
logical papers. On the resignation of Maurice 
Stack as honorary secretary after four years’ 
excellent service, C. H. Tonge of the depart- 
ment of anatomy, University of Durham 
(King’s College, Newcastle) was elected to this 
post. 


ITEMS OF INTEREST 


The American Dental Society of London met 
April 18 and installed Sidney Rosenberg as 
president for 1956-57. George Cuthbertson 
continues to serve as secretary. There are at 
the moment 15 dental officers serving in the 
United States Forces in Great Britain who 
have taken the privilege of becoming tempo- 
rary members. 

The Continental Dental Society, most of 
whose members obtained their original de- 
grees in Europe, presented a splendid program 
at its meeting on April 27-29. 

G. H. Leatherman 
D.M.D., F.D.S., R.C.S., F.A.C.D. 


NEWS FROM THAILAND 


In 1955-1956, there were 14 graduates from 
the School of Dentistry, University of Medical 
Sciences, in Bangkok, Thailand. Of this num- 
ber, four were men and ten were women. The 
graduation ceremony was held at Siriraj Hos- 
pital on April 2, and Their Majesties, the King 
and Queen of Thailand presided at the 
presentation of certificates to the graduates. 
In dentistry, the course of study covers a 
period of six years; the first two are the pre- 
dental course in which the undergraduate 
studies organic and inorganic chemistry, 
physics, zoology, biology, comparative anatomy 
and the English language. The remaining 
period of four years is divided into the pre- 
clinical and clinical programs. Altogether, 
6,073 hours are spent in the four year program. 


Of this number 1,500 are spent in operative 
dentistry, 1,224 in prosthetic dentistry, 796 in 
maxillofacial surgery, 400 in anatomy, 400 in 
physiology and biochemistry and 394 in ortho- 
dontics. 

As our country maintains a state of pre- 
paredness, there is a Royal Decree under the 
Conscription Law stipulating that all male 
graduates serve for at least two years in the 
military service. Dental surgeons are assigned 
to their posts with the rank of lieutenant. The 
Royal Decree will remain in force until the 
military need is filled, and it is too early to 
predict when the Decree will be revoked, since 
the small number of male graduates is insuf- 
ficient to fill military requirements. 

C. Ratanaphaisal 


NEWS FROM THE REPUBLIC OF ARGENTINA 


On April 13 the Argentine Dental Association 
opened the new addition to its building which 
will provide larger and better accommodations 
for its members. Of speciai interest is the 
library, which Margarita Muruzabal has built 
into one of the most complete collections and 
which now is adequately housed. 

A new dental school, scheduled to open this 
year, has been founded in Tucuman, capital 
of one of the interior provinces of the Re- 
public. There are now four dental schools in 
Argentina, including the one in the federal 
capital which is classed as a college. 

Recently elected officers and directors of the 


Circulo Odontologico del Norte are Raal D. 
Petrossi, president; Alfredo Cogorno, vice- 
president, and Eduardo Crawley, secretary. 
Also elected were Marcos Kopelioff, assistant 
secretary ; Emilio Ferretti, treasurer, and Jorg 
Molnar, assistant treasurer. . 
The magazine La Semana Medica has estab- 
lished a prize for the best paper of the year. 
Antonio Galmarini and Alejandro Brero were 
prize winners. Dr. Galmarini was honored for 
his paper “Unidad Functional” and Dr. Brero 
for “‘Fisiologiz Clinica.” 
Ricardo Augusto Crespi, 
correspondent from Buenos Aires 
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Washington News Letter 


Washington’s Group Health Association, 


Inc., once again has placed itself in the- 


national spotlight, this time by offering 
dental care on a monthly prepayment 
basis. 

GHA, as it is better known, started out 
in the late 1930’s as a prepaid medical 
care plan for federal employees in the 
Home Owners’ Loan Corporation and 
their dependents. Almost immediately it 
became involved in court action centering 
around the government’s charge that its 
medical staff was harassed and coerced 
by organized medicine. The case 
eventually was carried to the Supreme 
Court, with GHA victorious. 

Membership was extended to ll 
federal employees and, later, to Greater 
Washington residents generally, all on a 
group basis. Next step was to open the 
rolls to individuals. Then in 1949 GHA 
opened a dental clinic, with services 
being offered on a fee basis to members. 

Now this consumer-directed enterprise 
has decided to make dental services avail- 
able on a prepayment basis, provided a 
sufficient number of members signify their 
intention of joining before the end of 
July. The early response has been large 
enough to make it virtually certain that 
the program will be inaugurated. 

The prepayment charge will be three 
dollars monthly per eligible covered in- 
dividual. Thus a married couple with 
two children would pay $12 a month. All 
members of a family must be covered, 
with exception of children under age six. 
Inclusion of children under six would be 
optional on the member’s part. 

Before being accepted into the plan, 
members and dependents must have 
dental faults remedied and their mouths 
placed “in good condition,” as de- 
termined by the dental director of GHA. 
This would be done at their own expense, 


on a fee basis, either privately or in the 
GHA clinic. 

At the three dollars monthly scale, the 
following services are offered: 

Prophylaxis annually or as needed; 
roentgenograms annually or as needed; 
examinations annually or as needed; 
topical sodium fluoride application for 
children at the proper ages. 

Emergency care for relief of pain; 
restoration of individual teeth with 
proper filling material; construction, 
maintenance and repair of partial and 
complete dentures as needed including 
replacement of individual teeth requiring 
extraction, except third molars and sec- 
ond molars when the adjoining first molar 
is present. 

Also, such minor oral surgery as ex- 
tractions and removal and treatment of 
tumors and cysts arising from teeth; root 
canal treatment and filling; periodontal 
treatment ; space maintenance to preserve 
arch length. 

Prepayment benefits will not include 
orthodontics or major surgery. 


CONGRESSIONAL ACTION 


The 84th Congress is going into its final 
lap, with adjournment expected by July 
15. Both Administration and Democratic 
forces are redoubling their efforts to make 
a good national health legislation record 
to take into fall campaigning. 

Although the outcome is still in doubt, 
results could well be new laws to: 

Authorize federal construction grants 
for medical and dental research facilities 
in teaching institutions and hospitals. 

Establish a National Library of Medi- 
cine, absorbing the Armed Forces Medical 
Library and providing a new, adequate 
home for the huge collections. 

House the National Institute of Dental 
Research in a new building of its own at 
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National Institutes of Health, in suburban 
Bethesda, Md. 

Increase federal financial support of 
dental research, both for intramural ac- 
tivities at the National Institute of Den- 
tal Research and for grants-in-aid to out- 
side investigators. 

Inaugurate a continuing survey, na- 
tionwide on a sampling basis, of sickness 
and disability, to be conducted by the 
U. S. Public Health Service. 

All of the bills mentioned have made 
substantial progress in this session of 
Congress, and their enactment is indi- 
cated. In addition, dentistry is affected 
by such other legislative measures as 
amendment of the social security law, 
health care benefits for servicemen’s de- 
pendents and salary increases for military 
medical and dental officers. 

The social security and dependents’ 
care bills are virtually certain to be passed 
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and signed into law. The military pay bill 
was signed by President Eisenhower on 
April 30, thus making it possible for the 
increases to become effective May 1 of 
this year. 
Republicans and Democrats alike, in 
both Senate and House, are eager to put 
through a bill that would provide federal 
matching grants to encourage improve- 
ment and expansion of medical and den- 
tal education facilities. The White House 
also wants such legislation enacted. Its 
course, however, has been obstructed by 
the threat that the racial segregation 
issue would be raised against it. 
Although hope for professional school 
construction aid has been all but 
abandoned, as far as Congressional action 
in 1956 is concerned, it is probable that 
the subject will be a live one on Capitol 
Hill next year after convening of the new 


85th Congress. 
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News of Dentistry 


STATE SECRETARIES MEET 
IN CHICAGO JUNE 4-6 


The Eighth State Secretaries’ Manage- 
ment Conference will be held June 4-6 in 
the Central Office. Among the topics on 
the agenda are criteria for evaluating the 
programs and administration of a state 
dental society (Reginald H. Sullens, as- 
sistant secretary, Council on Dental Edu- 
cation, presenting a paper prepared by 
Harold Hillenbrand, Association secre- 
tary) ; insurance programs sponsored by 
state societies (Richard Evans and 
Edward H. Lindberg, insurance consul- 
tants, and S. Mayo Silverman, secretary, 
Southern California State Dental Asso- 
ciation), and the methods of conducting 
conferences by the state organizations 
(Andrew M. Ballentine, secretary, Ten- 
nessee State Dental Association, and Ray 
Cobaugh, executive secretary, Pennsyl- 
vania State Dental Society) . 

Also to be considered by the conferees 
are effective state society programs of 
hospital dental services (Herbert O. 
Hoppe, secretary, Wisconsin State Dental 
Society) and the handling of problems 
relating to ethics and grievances of pa- 
tients (Bernard J. Conway, secretary, 
Council on Legislation, and Wallace N. 
Kirby, chairman, section on practice ad- 
ministration, American Dental Associa- 
tion). 


ASK CHANGE OR REVOCATION 
OF FTC LABORATORY CODE 


The American Dental Association last 
month asked the Federal Trade Commis- 
sion to amend or revoke FTC’s recently 
issued Trade Practice Rules for the Com- 
mercial Dental Laboratory Industry on 
the grounds that the Rules “do not accu- 
rately describe the legitimate functions 


Association Affairs 


of the dental laboratories or the proper 
relation between the dentist and the com- 
mercial laboratory.” 

The Association’s Council on Dental 
Trade and Laboratory Relations, in a 
letter signed by its chairman Walter E. 
Dundon, asked that a formal hearing be 
held with the FTC so that the Associa- 
tion’s point of view could be detailed to 
the Commission. Dr. Dundon proposed 
that the Rules be suspended in the mean- 
time. 

The Council pointed out that the 
functions of the laboratories as well as 
the relation between the dentist and the 
laboratory have been spelled out in state 
dental practice acts. 

In asking for changes in the Rules, the 
Council proposed also that the dental 
laboratory industry be prevented from 
dealing with the public, “a practice which 
stimulates the purchase and sale in in- 
terstate commerce of devices injurious to 


health.” 


TEN SYMPOSIUMS PLANNED 
FOR ANNUAL SESSION PROGRAM 


Dental photography and hypnosis in den- 
tal practice are among the subjects of 
panel discussions on the scientific program 
at the Association’s annual session in 
Atlantic City, N. J., October 1-4. Ten 
symposiums are planned. It is the first 
time that hypnosis and dental photog- 
raphy have been selected for symposium 
subjects at an Association annual session. 

Moderators for a number of the discus- 
sions have been announced. Irwin A. Ep- 
stein of St. Paul will moderate a panel on 
present day endodontic practices; Reidar 
F. Sognnaes of Boston, “Oral Cancer— 
Clinical Implications of Recent Re- 


search,” and Harold W. Krogh of Wash- 
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ington, D. C., “Anesthesia for Operative 
Dentistry.” 

Serving as moderator for a panel on 
efficiency in dental practice is Wallace 
N. Kirby of Downers Grove, Ill. Other 
moderators and their subjects are: Henry 
M. Tanner of Bethesda, Md., “Current 
Status of High Speed, Super Speed and 
Ultrasonic Cutting Instruments” ; George 
C. Paffenbarger of Washington, D. C., 
“Pitfalls in Handling Filling Materials” ; 
Harold K. Addelston of New York, 
“Anesthesia for the Child Patient”; Wil- 
bur O. Ramsey of Baltimore, “Viewpoints 
on Hypnosis in Dental Practice” ; Charles 
H. Patton of Philadelphia, “Health Prob- 
lems of the Dentist,” and Samuel C. 
Miller of New York, “Periodontics for the 
General Practitioner.” 

In addition to the essay program, the 
scientific session will include projected 
clinics, table clinics, motion pictures, 
scientific and commercial exhibits. Ex- 
hibitors in the scientific exhibit must have 
submitted applications for space by June 
15 in order to have their exhibit listed in 
the preliminary program to be published 
in THE JOURNAL. The final deadline for 
exhibit applications is July 15. Applica- 
tions may be obtained from the Director 
of Scientific Exhibits at the Central Office. 


EXPERTS TO ADVISE EDITORS 
AT JOURNALISM CONFERENCE 


Publication analysis will be a feature of 
the Conference on Dental Journalism to 
be held July 6 and 7 at the Central office. 
The Conference is under the sponsorship 
of the American Association of Dental 
Editors and the Association’s Council on 
Journalism. 

Four tables, each with a consultant 
working in the publications field, will be 
set up, and the dental editors will bring 
their publications to the experts for in- 
dividual analysis. The consultants are: 
Fred Bartz, president of the Harry Baird 
Corporation, advertising typographers; 
Stephen Heiser, photographic illustrator 


NEWS OF DENTISTRY .. . VOLUME 52, JUNE 1956 © 763 


Stephen Heiser 


Harry Hillman 


Garth Bentley 
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for national magazines; Garth Bentley, 
author of Editing the Company Maga- 
zine, and Harry Hillman. Mr. Hillman, 
now retired, has had 51 years of experi- 
ence in printing and publishing. 

In addition to the consultants’ work- 
shop, a number of papers will be pre- 
sented on problems concerning dental 
publications. Speakers include John J. 
Hollister, Association business manager ; 
Willard Ogle, editor, Texas State Dental 
Journal; Mr. Walter Yust, editor, Ency- 
clopaedia Britannica; Marcia Winn, fea- 
ture writer, Chicago Tribune; F. D. Os- 
trander, Belle Fiedler, B. H. Johnson, and 
Donald E. Compaan, each representing 
journals in the dental field. 


JOHN CARR TO HEAD CIVIL 
DEFENSE COMMITTEE 


John G. Carr, executive secretary of the 
New Jersey State Dental Society, has been 
appointed chairman of the Subcommittee 
on Civil Defense of the Association’s 
Council on Federal Dental Services. The 
appointment was made by President 
Bernerd C. Kingsbury in May. Dr. Carr 
succeeds Carl Sebelius of Nashville, 
Tenn., who has resigned. 


DIRECTORY LISTS 97,529 
DENTISTS; 87,000 ARE ACTIVE 


There are 97,529 dentists in the United 
States, 87,000 of whom are active pro- 
fessionally, the Bureau of Economic Re- 
search and Statistics announced in May. 
The Bureau’s estimate was based on the 
newly-issued 1956 American Dental Di- 
rectory. 

Including both the active and retired 
dentists, the ratio of dentists to popula- 
tion is one to 1,667 persons. Last year, 
the ratio was one for each 1,669 persons. 
The eastern part of the country and the 
west coast continue to be served by more 
dentists in proportion to population than 
any other part of the country. The least 
favorable ratio continues to exist in the 


Southeast area, although this region con- 
tinues to have the greatest gains propor- 
tionately. 

The population per dentist in each area 
is: Middle East, 1,402; New England, 
1,497; Central States, 1,683; Northwest, 
1,817; Southwest, 2,962, and Southeast, 
3,076. 


BUREAU REVISES TWO 
PAMPHLETS ON DENTAL HEALTH 


Two pamphlets, Orthodontics: Questions 
and Answers and The Care of Children’s 
Teeth, have been completely revised, an- 
nounces the Bureau of Dental Health 
Education. The orthodontics pamphlet 
discusses irregularities in tooth position 
and jaw relationship and what may be 
done about them. A new feature is a two 
page illustration showing how appearance 
and function of the teeth and mouth are 
improved by orthodontic treatment. The 
pamphlet sells for the following prices: 
25 copies, $1.85; 50 copies, $3.10, and 
100 copies $5.15. 

The Care of Children’s Teeth is di- 
rected to parents. Its question and answer 
format and its extensive coverage—de- 
ciduous and permanent tooth develop- 
ment, dental examinations, treatment, 
dental health habits, diet and nutrition 
and sources of dental information—are 
designed also to provide a ready refer- 
ence for teachers. The Care of Children’s 
Teeth is priced at 25 copies, $2.40; 50 
copies, $4.10, and 100 copies, $6.90. Both 
booklets may be obtained from the Order 
Department at the Central Office. Sample 
copies are available from the Bureau of 
Dental Health Education. 


RECORD NUMBER TAKE APRIL 
NATIONAL BOARD EXAMS 


The number of dental graduates taking 
the National Board examinations has 
again risen to a new record. Some 4,094 
persons were tested in the April 2 and 3 
testing period, according to Willian A. 
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A three day working conference sponsored by the Council on Dental Health 
May 14-16 in Chicago was attended by 100 representatives of state dental! 
societies and state health departments. Conferees discussed various aspects of 
dental health care programs, both private and governmental. Among speakers 
were (above, seated, |. to r.): C. A. Kulp, Ph.D., dean, Wharton School of 
Finance and Commerce, University of Pennsylvania; John W. Stone, Michigan 
Department of Health; Norman F. Gerrie, assistant chief dental officer, U. S. 
Public Health Service; (standing) Donald J. Galagan, assistant chief, division 
of dental public health, USPHS; Herbert K. Abrams, M.D., medica! director, 
Union Health Service, Inc., Chicago; Mr. Bernard J. Conway, secretary, Asso- 
ciation Council on Legislation; Albert L. Borish, chairman, council on dental 

% health, Philadelphia County Dental Society, and R. F. D. Johnson, chairman, 
Association Council on Dental Health. 


Below: Conferees in a workshop group listen as Maurice J. Friedman of Little 
Rock, Ark., opens the discussion on “An Effective State Public Health Agency 
Denta! Division." 
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Dickson of Minneapolis, chairman of the 
Council of the National Board of Dental 
Examiners. The number tested a year 
ago was 3,845. 

Grades are being sent to the schools 
in time for distribution before gradua- 
tion, Dr. Dickson stated. The next test- 
ing period is December 3 and 4. 


FIVE DELEGATES REPRESENT 
ASSOCIATION AT F.D.I. MEETING 


Five official delegates are representing 
the Association at the 44th annual meet- 
ing of the Fédération Dentaire Interna- 
tionale in Zurich, Switzerland. The May 
28 to June 3 meeting is being. conducted 
in conjunction with the 70th annual con- 
gress of the Swiss Dental Association. 

Chairman of the delegation is Harold 
Hillenbrand, Association secretary and 
honorary vice-president of the F.D.I. 
Other delegates are Bernerd C. Kings- 
bury, Association president; LeRoy M. 
Ennis, member of the Council on Inter- 
national Relations; Obed Moen, and 
Percival C. Lowery. Drs. Moen and Ennis 
are F.D.I. vice-presidents. 

Association members can become mem- 
bers of the F.D.I. for $10 a year. Member- 
ship benefits include a subscription to the 
International Dental Journal, quarterly 
news bulletins and reduced fees for inter- 
national meetings. Checks should be sent 
to Dr. Moen, 6 Main St., Watertown, 
Wis. 

Alternate delegates are Earl H. Albert 
of Lebanon, Pa.; Thomas P. Fox of 
Philadelphia, who will serve also as offi- 
cial representative of the U. S. Depart- 
ment of Defense; W. F. Huber of Mil- 
waukee; R. G. Keyworth of St. Paul, and 
G. Hewitt Williams of Chicago. 


Supscripts * A working conference of 
representatives of several state dental so- 
cieties and state departments of educa- 
tion will be held in Chicago June 7 and 
8. The conference, sponsored by the 


Division of Dental Health Education, will 
discuss methods by which state societies 
and education departments can work to- 
gether on dental health education pro- 
grams for school children. It is the first 
such conference sponsored by the Asso- 
ciation. . . . Two companion publications, 
Distribution of Dentists in the United 
States by State, Region, District and 
County and Facts About States for the 
Dentist Seeking a Location have been 
published in their 1956 editions by the 
Bureau of Economic Research and Sta- 
tistics. Single copies may be obtained 
from the Bureau on request. . . . June 30 
is the deadline for receipt of applications 
for life membership. The House of Dele- 
gates will act on these applications during 
its meeting October 1-4 in Atlantic City, 
N. J. 


Federal 


HEALTH BILLS MOVE AHEAD; 
MILITARY PAY HIKES BEGIN 


The House Committee on Interstate and 
Foreign Commerce May 10 approved a 
four million dollar authorization for a 
National Institute of Dental Research 
Building. The amount was one million 
dollars less than that voted earlier by the 
Senate. If the House concurs in its com- 
mittee’s action, a conference committee 
of both houses will iron out differences. 
Action on the measure, expected in May, 
would permit the inclusion of a starter 
appropriation in the budget for the 
Department of Health, Education and 
Welfare. 

Also in May, a Senate appropriations 
subcommittee concluded hearings on the 
medical research budget of the U. S. 
Public Health Service. Thefull commit- 
tee was expected to send the measure to 
the Senate floor before the month’s end. 
The American Dental Association has 
recommended an increase of $3,055,000 
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over the proposed budget for dental re- 
search grants for dental schools and other 
nonfederal research centers. The House 
has approved an increase of $500,000. 

Early action was expected also on a 
measure, S. 849, which provides funds on 
a matching basis for the construction of 
health research facilities by nonfederal 
agencies such as dental and medical 
schools. The measure, approved by the 
House Committee on Interstate and For- 
eign Commerce in May, was passed last 
year by the Senate. If the bill is approved 
by the House, a starter sum probably will 
be included in the HEW appropriations 
bill. 


Military Medicine * President Eisenhower 
on April 30 signed into law the military 
medical career incentives bill. Pay hikes 
went into effect May 1. The law provides, 
in addition to the $100 special monthly 
bonus previously paid, an extra $50 a 
month after two years; $100 after six 
years and $150 after ten years. Time 
spent in dental school counts as military 
service for purposes of pay and promo- 
tion. 

The military dependents health care 
bill at mid-month had been approved by 
the Senate and was in the hands of a 
conference committee. 


O.A.S.1. * Also at mid-month, the Senate 
Finance Committee had tentatively ap- 
proved the mandatory inclusion of self- 
employed dentists and lawyers in the Old 
Age and Survivors’ Insurance Program. 
Physicians continue to be excluded. 


H.R. 11,108 + Legislation has been intro- 
duced to tighten federal controls over 
barbiturates and amphetamines, but den- 
tists and physicians, now licensed by state 
law to prescribe and administer these 
drugs, are not affected. The bill does 
provide for record keeping by manufac- 
turers and others and lists categories of 
those authorized to handle the drugs. 
The bill is designed to make possible 
prosecution of persons handling barbi- 
turates and amphetamines illegitimately. 
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Public Health 


TWO MORE STUDIES SHOW 
FLUORIDATION EFFECTIVE 


Results of two studies released in May pro- 
vide additional evidence of the value of 
fluoridation. In Texas, Frank P. Bertram, 
director of dental health in the state de- 
partment of health, reported that a ten 
year survey, recently completed in the 
community of Marshall, showed a 54 
per cent reduction in dental decay in 
children between the ages of seven and 
14 as compared with the decay rate of the 
same age group prior to the start of the 
program. 

In Tennessee, a five year study in the 
town of Milan indicates a 57 per cent 
reduction among six year olds as com- 
pared with the caries rate of children in 
neighboring fluoride-deficient towns of 
Humboldt and Trenton. 

A series of articles on fluoridation be- 
gins in the May issue of National Parent- 
Teacher magazine, official publication for 
all PTA members. The article, entitled 
“How Effective Is Fluoridation?” was 
written by H. Trendley Dean, secretary 
of the American Dental Association 
Council on Dental Research. 


H. ROY GRAVELLE APPOINTED 
OKLAHOMA DENTAL DIRECTOR 


H. Roy Gravelle of Norman, Okla., has 
been appointed director of the division of 
preventive dentistry of the Oklahoma 
State Department of Health, it was an- 
nounced last month. Dr. Gravelle, who 
received his D.D.S. degree from Kansas 
City-Western Dental College, has been 
in private practice at Norman for the 
past 28 years. He is a past president and 
secretary of the Central District Dental 
Society and is a past president also of the 
Norman Rotary Club. 

Dr. Gravelle succeeds Frank P. 
Bertram, who recently became dental 
director for the state of Texas. 
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National Defense 


ARMY RESEARCH GROUP 
APPROVES 11 GRANTS 


The Army Dental Research Advisory 
Committee has approved 11 research con- 
tract renewals and added one new con- 
tract. Meeting at the Armed Forces In- 
stitute of Pathology in Washington, D. C., 
March 7-9, the committee heard reports 
from researchers and evaluated the prog- 
ress of each project. The new project 
authorized by the group is a histological 
study of the development of transplanted 
molar tooth buds in the rat. It will be 
carried on by Harry H. Shapiro at the 
College of Dental and Oral Surgery, Co- 
lumbia University, New York. Continued 
projects are: 


Dental adhesives, Finn Brudevold, Eastman 
Dental Dispensary, Rochester, N. Y.; research 
on dental plastics, F. R. Eirich and C. C. 
Overberger, Brooklyn College, Brooklyn, N. Y.; 
investigation of the surface changes of enamel 
in relation to caries, Erling Johansen, Univer- 
sity of Rochester, Rochester, N. Y.; factors 
affecting bacterial populations in saliva, 
Frederick W. Kraus, University of Alabama, 
Birmingham; synthetic dental plaques pre- 
pared from strains of oral microorganisms, 
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Chicago fluoridation began May | 
Initially, the program covers 1,300,000 
residents of Chicago's South Side and 
24 suburbs. Fluoridation equipment 
will be operating for the remaining 
2,800,000 Chicagoans and 27 addi 
tional suburbs about July |. Drinking 
the first of the fluoridated water at 
valve turning ceremonies were (I. to 
rt.) Maurice Hoeltgen, M.D., president 
of Chicago Medical Society; Mayor 
Richard J. Daley, and G. W. Solfronk, 
president of Chicago Dental Society. 


R. S. Manley, Tufts University School of Den- 
tal Medicine, Boston; relationship between the 
endocrine system and dental caries; J. C. 
Muhler and William G. Shafer, Indiana Uni- 
versity School of Dentistry, Indianapolis; role 
of bacteria and their products in nonspecific 
gingivitis, Henry W. Scherp, University of 
Rochester; new designs and greater efficiency 
of dental tools at various speeds, Eugene W. 
Skinner, Northwestern University, Chicago; 
isolation and identification of oral actinomyces, 
John M. Slack. West Virginia University 
School of Medicine, Morgantown; enzymatic 
activity of the salivary glands, Leo Sreebny and 
Mrs. Julia Meyer, College of Dentistry, Uni- 
versity of Illinois, Chicago, and clinical signifi- 
cance of the epithelial attachment, Helmut A. 
Zander, School of Dentistry, University of 
Minnesota, Minneapolis. 


Supscripts * Retirement points will be 
awarded to inactive Naval Reserve den- 
tal officers who attend civil defense 
courses given by the Federal Civil De- 
fense Administration, according to a May 
2 announcement of the Department of 
the Navy. .. . Col. Marion L. Mills has 
been appointed to head Walter Reed 
Army Medical Center’s Central Dental 
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Laboratory. He succeeds Col. Lynn C. 
Dirksen. . . . A simplified set of dental 
requirements has been issued for entrance 


to Navy and Marine Corps Officer 
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Candidate Training Programs. The re- 
quirements are published in the May 4 
issue of the United States Navy Medical 
News Letter. 


Dental Societies 


DANIEL HOLLAND INSTALLED 
AS SOCIETY PRESIDENT 


Daniel J. Holland of Brookline was in- 
stalled as president of the Massachusetts 
Dental Society at its annual session May 
6. The delegates, meeting in Boston, 
elected the following officers for the 
1956-57 term: Maurice F. Grossman, 
president-elect; William F. Cleary, vice- 
president; Harold E. Tingley, secretary, 
and Edwin J. Morse, assistant secretary. 
Others elected were Glenn W. Lawrence, 
treasurer, Daniel J. McCarty, assistant 
treasurer, and Joseph A. Doherty, editor. 


ELABORATE CONVENTION MARKS 
MICHIGAN CENTENNIAL 


The nation’s first state dental society to 
complete 100 years of continuous existence, 
the Michigan State Dental Association, 
celebrated its 100th birthday with an 
elaborate centennial convention April 15- 
19 at the Hotel Statler in Detroit. A 


The Hanrahan Memorial Award pre- 
sented biennially by the Worcester 
(Mass.) District Dental Society for 
outstanding contributions to dentistry 
was given April 9 to David B. Ast, 
state director of the New York Bureau 
of Dental Health. Taking part in the 
presentation are (I. to r.): George 
Cowles Brown of the award committee, 
John C. Colleary, new chairman of 
the society, and Dr. Ast. 


registration of 4,153 made the convention 
the largest dental meeting ever held in 
Michigan. 

Centennial awards “for outstanding 
contributions to this Association, to the 
Profession of Dentistry, to society,” were 
presented to Wilber M. Brucker, of 
Washington, D. C., Secretary of the Army 
and the Association’s long-time legal 
counsel; Thomas D. Dow, of Ada, Mich., 
the Association’s historian ; Harold Hillen- 
brand, of Chicago, secretary of the Amer- 
ican Dental Association; Bernerd C. 
Kingsbury, of San Francisco, president of 
the American Dental Association; 
Charles S. Mott, of Flint, Mich., founder 
of the Mott Foundation, and Marcus L. 
Ward, of Ann Arbor, Mich., dean 


emeritus of the University of Michigan 
School of Dentistry, and a former A.D.A. 
president. 

Centennial awards were presented also 
in memory of the late Senator James 
Couzens, founder of the Children’s Fund 
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of Michigan, and the late Charles Henry 
Land, pioneer Michigan dentist, inven- 
tor and grandfather of Brig. Gen. Charles 
A. Lindbergh. 

An honorary membership was _pre- 
sented to Donald W. Gullett of Toronto, 
secretary of the Canadian Dental Asso- 
ciation. Governor G. Mennen Williams 
and Mrs. Williams were special guests at 
the Centennial Banquet. 

Several exhibits of historical dental in- 
terest were on display at the convention. 
More than 75 scientific presentations on 
almost every phase of dentistry were fea- 
tured. 

The Association’s Centennial attracted 
large-scale newspaper, radio and tele- 
vision publicity, especially in the Detroit 
and Michigan areas. 

Among the many distinguished guests 
in attendance at the Centennial Conven- 
tion were John W. Knutson of Washing- 
ton, D. C., chief dental officer, USPHS; 
Magnus C. Hansen of Racine, Wis.; Lon 


W. Morrey of Chicago; William R. Al- 
stadt of Little Rock, Ark.; Howard B. 
Higgins of Spartanburg, S. C.; Paul H. 
Jeserich of Ann Arbor, Mich.; Lewis W. 
Thom of Minneapolis; Thomas J. Hill of 
Cleveland; Francis J. Reichmann of 
Oklahoma City; Paul W. Zillmann of Buf- 
falo, and Herbert B. Bain of Chicago. 
More than 35 other dental societies also 
sent representatives, and more than 40 
other organizations had representatives in 
attendance. 

R. W. Walmoth of Detroit completed 
his term as president of the Association at 
the end of the convention and R. A. Hart 
of Saginaw was installed as the new presi- 
dent. Other officers for 1956-57 elected 
by the Association were A. H. Lowther, 
Detroit, president-elect; J. P. Beukema, 
Grand Rapids, vice-president; Fred Wer- 
theimer, Lansing, secretary; A. C. 
Sawicki, Detroit, treasurer, and F. D. 
Ostrander, Ann Arbor, editor. 

Ozman J. Fusilier, of Clarkston, was 


Officers of the Michigan State Dental Association talk with Bernerd C. Kingsbury 
(center), president of the American Dental Association, at the recent centennial celebra- 
tion. With Dr. Kingsbury are (|. to r.): R. A. Hart, incoming president: J. P. Beukema, 
vice-president; R. W. Walmoth, outgoing president, and A. H. Lowther, president-elect. 
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general chairman for the Centennial 
Convention and Charles H. Jamieson, of 
Detroit, was chairman of the Centennial 
Committee in charge of special events. 
More than 75 members of the Association 
served on committees that planned and 
conducted the Centennial Convention. 


NEW OFFICERS ANNOUNCED 
FOR MARYLAND ASSOCIATION 


C. E. Broadrup of Frederick, Md., was 
elected president of the Maryland State 
Dental Association at its annual meeting 
May 5-8 in Baltimore. Accompanying Dr. 
Broadrup into office are Howard B. 
Wood, vice-president; E. B. Nuttall, 
president-elect, and L. W. Bimestefer, 
editor. C. L. Inman was re-elected secre- 
tary and S. H. Bryant was re-elected 
treasurer. 


BILL HOWARD TO SERVE AS 
TEXAS SOCIETY EXECUTIVE 


Mr. Bill Howard of Oklahoma City has 
been named executive secretary of the 
Texas Dental Society. Mr. Howard, whose 
appointment is effective June 1, is the 
first to hold this post with the Texas 
organization. He comes to his new posi- 
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Plaques and a gavel in honor of the 
Michigan State Dental Association 
were presented to the society at its 
recent centennial celebration by Paul 
A. Eberling (left), president, St. Louis 
Dental Society: Kyrie W. Preis (sec- 
ond from left), president, Maryland 
State Dental Association; and Russell 
L. Moore (right), president, Tennes- 
see State Dental Association. R. W. 
Walmoth (second from right), pfesi- 
dent of the Michigan society, holds 
the gavel presented by George W. 
Redpath, past president, Oregon 
State Dental Association. Plaques 
were presented also by two South 
American societies. 


tion from a similar one with the Okla- 
homa State Dental Association. 

A graduate of Oklahoma City Uni- 
versity, Mr. Howard has a degree in 
English and journalism, with minors in 
speech, sociology and education. After 
graduation, he served as executive vice- 
president and secretary of the Oklahoma 
City Junior Chamber of Commerce. 
Later, he was employed as executive sec- 
retary of the Alumni Association at Okla- 
homa City University where he was also 
coordinator of the Foreign National 
Training Program. 


DENTAL CORPORATION TO 
ADMINISTER WELFARE PROGRAM 


A contract whereby the Washington State 
Dental Service Corporation will admin- 
ister the state’s dental health care program 
for welfare recipients has been approved 
by the State of Washington. Administra- 
tive details are now being worked out, 
according to Mr. Robert E. Paulsen, 
executive secretary of the Washington 
State Dental Association. 

The state society had recommended 
last June that the welfare dental program 
be administered by the dental profession. 
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MID-ATLANTIC 
DENTAL CONFERENCE 


A mid-Atlantic dental conference in 
Bermuda will follow the 1956 annual 
session of the American Dental Asso- 
ciation. Dates for the meeting are 
October 7-10. Host organization is 
the Bermuda Dental Association. A 
famed vacation spot, Bermuda offers 
swimming, golf and other sports to 
the vacationist, as well as interesting 
landmarks for the sightseer. Framed 
by the white-washed roof and chim- 
neys of a Bermuda farmhouse is Gibb's 
Hill lighthouse (left), highest point 
on the island. The entire western end 
of the colony can be seen from the 
observation platform. Below: Fort St. 
Catherine, built in 1619 to repel 
Spanish invaders seeking to wrest Ber- 
muda from the English. Today, it 
serves purely an historical purpose, 
containing arms from many periods of 
warfare and a diorama of the settling 
of Bermuda. 
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Research 


GORDON RESEARCH CONFERENCE 
CALLED FOR MID-JULY 


Five speakers from abroad are among 
the essayists on the program of the 1956 
Gordon Research Conference on the 
Chemistry, Structure and Physiology of 
Bones and Teeth. The Conference will be 
held July 16-20 at Kimball Union Acad- 
emy in Meriden, N. H. The five are 
J. T. Irving, M.D., of the University of 
Witwatersrand, Johannesburg, South Af- 
rica; Jenifer Jowsey, Ph.D., of Oxford 
and Chicago Universities; Bengt Eng- 
feldt, M.D., of the Karolinska Institute in 
Stockholm; Yngve Ericsson, L.DS., 
Ph.D., of the Royal Dental College also 
of Stockholm, and Shirley Glasstone 
Hughes, L.D.S., of the University of 
Cambridge in England. 

The Gordon Research Conference, held 
each year, brings together experts to dis- 
cuss and evaluate the latest developments 
in their fields. In addition to the sched- 
uled lectures, discussion groups are 
planned. Time is allotted also for infor- 
mal discussion among the conference 
members. 

Chairman of the conference is Reidar 
F. Sognnaes of the Harvard School of 
Dental Medicine. D. Harold Copp, M.D., 
is vice-chairman. Requests for attendance 
at the Conference should be addressed to 
W. George Parks, director, department 
of chemistry, University of Rhode Is- 
land, Kingston, R. I. 


RECENT VISITORS TO NBS 
VIEW DENTAL RESEARCH 


Visitors from widely separated parts of 
the world have recently visited the Na- 
tional Bureau of Standards in Washing- 
ton, D. C., to see the dental research 
projects. Among them are: Allan A. W. 
Fooks, formerly of Guy’s Hospital, Lon- 
don; W. Alan Lawson, professor of 
prosthetics, Eastman Dental Hospital, 
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London; Chia-pin Wang, Provincial 
Industrial Research Institute, Taiwan; 
Tomozo Sakamura, chief of the dental 
department, Tokyo Metropolitan Police 
Hospital, Tokyo; George N. Davies, 
University of Otaga Dental School, 
Dunedin, New Zealand, and Minoru 
Horiuchi, 35th Station Hospital, Kyoto, 
Japan. 

Other visitors are: Franz Graf of the 
University of Zurich, Switzerland; Tere- 
samma Pinakatt, student from India; 
Nenita Salcedo, student from the Philip- 
pines; Bertil Holmboe, Royal Dental 
School, Malmo, Sweden; P. R. Sinha, 
College of Engineering and Technology, 
Calcutta, India; A. Ferguson Busby, 
Melbourne, Australia, and Raoul Henri 
Boitel, Zurich Dental School, Switzer- 
land. 


RESEARCH APPOINTMENTS OPEN 
AT GUGGENHEIM INSTITUTE 


Openings for researchers at the Murry 
and Leonie Guggenheim Foundation In- 
stitute for Dental Research in New York 
have been announced. Staff appoint- 
ments are made in the grades of research 
associate, research assistant and research 
Fellow. Information and application 
blanks may be obtained from the Institute 
at 339 E. 25 St., New York 10. 


Dental Education 


ENROLLMENT ENDS JUNE 15 
FOR ILLINOIS PHONE COURSE 


June 15 is the deadline for enrollment in 
the University of Illinois College of Den- 
tistry’s telephone extension program 
which begins next fall. The “Current 
Advances in Dentistry” series begins 
November 12 and will be broadcast the 
second Monday night of each month 
until March 11. 

Interceptive orthodontics in general 
practice and high speed technics will be 
presented for the first time on the tele- 


+ 
<P 
| 
7 
; 
‘ane 
| 
= 
4, 
aa 


774 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


phone series. Other subjects are practice 
administration, clinical full denture pros- 
thesis and oral lesions, diagnosis and 
treatment. 

The faculty is composed of 24 edu- 
cators and clinicians. Cost of the series 
is $300 for the dental society or study 
group. Additional information can be ob- 
tained from the postgraduate extension 
division of the school at 808 S. Wood St., 
Chicago 12. 


NEBRASKA SCHOOL OFFERS 
CANCER SEMINARS 


The University of Nebraska College of 
Dentistry in Lincoln offers a refresher 
course in neoplastic diseases. The course, 
designed for dentists, has been part of the 
school program for six years and has been 
attended by about a quarter of the state’s 
dentists. 

The Nebraska division of the American 
Cancer Society, the University’s College 
of Medicine and the VA Hospital in 
Omaha have cooperated in providing 
funds and teachers for these cancer 
seminars. 


TV USED FOR TEACHING IN 
ELEVEN DENTAL SCHOOLS 


Eleven of the nation’s 43 dental schools, 
one fourth of the total, now use closed 
circuit television for teaching purposes, 
an Association survey shows. The sur- 
vey, made by the Film Library of the 
Bureau of Library and Indexing Service, 
was completed in mid-April. 

It revealed that six schools have their 
own television equipment and that five 
others use facilities of the universities 
with which they are associated. Eleven 
additional schools plan to use TV in the 
future. 

The six schools with their own closed 
circuit television equipment are the 
School of Dentistry, College of Physi- 
cians and Surgeons, in San Francisco; 
Chicago College of Dental Surgery, Loy- 


ola University; School of Dentistry, Uni- 
versity of Detroit; School of Dentistry, 
University of Kansas City; School of 
Dentistry, University of Texas, in Hous- 
ton, and School of Dentistry, Medical 
College of Virginia, in Richmond. 

Schools using University TV facilities 
are the College of Dentistry, University 
of Illinois, in Chicago; College of Den- 
tistry, State University of Iowa, in Iowa 
City; School of Dentistry, College of 
Medical Evangelists, Loma Linda, Calif. ; 
School of Dentistry, University of North 
Carolina, Chapel Hill, and School of 
Dentistry, University of Washington, 
Seattle. 

Particularly notable among TV users 
is the School of Dentistry, University of 
Texas, reports Miss Levin, Association 
film librarian. The Texas school teaches 
its first and second year dental students 
entirely through the medium of televi- 
sion. The school has six TV cameras. 


KELLOGG GRANTS $31,460 
FOR POSTGRADUATE STUDIES 


The W. K. Kellogg Foundation has an- 
nounced awards of $31,460 for post- 
graduate dental education projects. A 
grant of $10,500, to be used over four 
years, was given to the New Mexico State 
Dental Society, the New Mexico Depart- 
ment of Health and the University of 
New Mexico to establish education cen- 
ters with annual programs for practicing 
dentists. A one year grant of $20,960 was 
made to the University of Illinois School 
of Dentistry for the further development 
and evaluation of television as a method 
for mass postgraduate education. 


GRANT NORTHWESTERN $14,000 
FOR CLEFT PALATE STUDY 


The U. S. Public Health Service has 
awarded a $14,000 grant to the North- 
western University dental school for re- 
search in cleft lip and palate. George W. 
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Teuscher, dental school dean, said the 
grant goes to T. M. Graber, associate 
professor of orthodontics and director of 
research of the Cleft Lip and Palate 
Institute on Northwestern’s Chicago 
campus. 

The funds will be used over the next 
three years to study growth patterns of 
bones and muscles of the face and head in 
100 children from birth to four years of 
age. The major part of the research will 
be done with the newly devised high- 
powered three dimensional x-ray unit 
adapted recently for the study of cleft 
palate. Dr. Graber designed the head- 
positioning device on the x-ray unit. 

A second grant, $10,000, has been 
made by the research and development 
division of the Surgeon General’s office, 
Department of the Army. It will go for 
the fifth year of a study of the design of 
dental burs being conducted under the 
direction of Eugene W. Skinner, professor 
of physics at the dental school. 


NAME DIRECTORS OF FUND 
FOR DENTAL EDUCATION 


The Fund for Dental Education, Incor- 
porated, has been established by the 
American Association of Dental Schools. 
Its aim is the collection and dispersement 
of money to be used in improving dental 
education through such methods as spon- 
soring teaching seminars, exchange pro- 
fessorships, development of dental teacher 
training and curriculum studies. 
Members of the first Board of Direc- 
tors, appointed by the executive commit- 
tee of the AADS, are: John E. Buhler, 
dean, School of Dentistry, Emory Uni- 
versity; Maynard K. Hine, dean, Indiana 
University School of Dentistry; William 
R. Mann, University of Michigan School 
of Dentistry; Marion McCrea, Baltimore 
College of Dental Surgery, University of 
Maryland; Raymond J. Nagle, dean, 
College of Dentistry, New York Univer- 
sity; Harold J. Noyes, dean, The Dental 
School, University of Oregon, and 
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Mr. Wilmoth Mack (left), secretary of the Amer- 
ican Dental Trade Association, presents a check 
to Dean Maynard K. Hine for the Fund for Dental 
Education, Incorporated. The Fund was estab- 
lished by the American Association of Dental 
Schools at its March meeting in St. Louis. 


Wendell D. Postle, dean, College of Den- 
tistry, Ohio State University. 


Five contributions have already been 
received, Contributions, which are tax 
deductible, will be received from founda- 
tions, pharmaceutical and dental manu- 
facturing companies, dental dealers and 
individuals. 


SCHOOLS OFFER GRADUATE 
COURSES OF STUDY 


Alabama + Effective speaking for professional 
people will be taught at the University of 
Alabama School of Dentistry in Birmingham 
Tuesday and Thursday evenings during June. 
This course and others in practice management 
will be offered again in the fall. 


Louisville * Six months’ courses in general 
anesthesia, beginning July 1 and September 
1, are offered graduate dentists by the Uni- 
versity of Louisville School of Dentistry in 
Louisville, Ky. Trainees will study at the Uni- 
versity of Louisville Medical Center Hospitals, 
which include Louisville General, Childrens 
and Hazelwood Sanitarium and will have the 
same privileges as first year residents. The 
courses are under the direction of Robert 
Bergner, M.D., chief of anesthesia, and Richard 
Herd, chief of oral surgery. 
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North Carolina * Summer courses scheduled 
by the University of North Carolina School of 
Dentistry in Chapel Hill include clinical perio- 
dontics and oral pathology, June 11-16, and 
June 18-23; dentistry for children, July 9-13, 
July 16-23, July 23-27, and July 30 to Aug. 3. 


Temple + A two weeks’ course in advanced 
orthodontics, available to practicing ortho- 
dontists only, will be given at Temple Univer- 
sity School of Dentistry in Philadelphia be- 
ginning January 20, 1957. It will be under the 
direction of Robert H. W. Strang. 


Tufts * Tufts University School of Dental 
Medicine in Boston announces two postgradu- 
ate courses in occluso-rehabilitation. The first, 
September 21-26, is a lecture and seminar 
course. The second, a participation course, is 
scheduled every other week, Fridays and Satur- 
days, seven months beginning October 5. 


2,386 APPLIED TO DENTAL 
HYGIENE SCHOOLS IN 1955 


The nation’s 33 dental hygiene schools 
received 2,386 applications for admission 
to first year classes in 1955, according to 
a survey by the American Dental Asso- 
ciation’s Council on Dentai Education. 
The applications were made by 2,132 
prospective students; 1,049 were selected, 
a ratio of 2.3 applications for each avail- 
able space in the freshman classes. 


POINT UP NEED FOR RESEARCH 
AT INDIANA WORKSHOP 


A two day meeting designed to sum- 
marize current knowledge in preventive 
dentistry and to point up areas for fur- 
ther research and study was held March 
1 and 2 at the Indiana University School 
of Dentistry in Indianapolis. In attend- 
ance were representatives of 41 dental 
schools, Eastman Dental Dispensary, 
University of Chicago, Michigan State 
University, as well as the dental divisions 
of the Armed Forces and the U. S. Pub- 
lic Health Service. 

Short papers on dental caries, perio- 
dontal diseases, oral signs of systemic dis- 
ease, prevention of malocclusion and pre- 
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vention of disfigurement from cancer 
were followed by discussion among work- 
shop participants. 


STUDENTS PRESENT PROGRAM 
AT ANNUAL CLINIC DAY 


Annual student clinic day was marked at 
several schools in March. Some 800 stu- 
dents, members of the Junior American 
Dental Associations at Temple University 
and the University of Pennsylvania, held 
a combined meeting at Temple’s campus 
in Philadelphia. Students from the Uni- 
versity of Alabama School of Dentistry 
joined with those from Emory University 
School of Dentistry at the Emory campus 
in Atlanta, Ga. Table clinics and lectures 
by students were features of both meet- 
ings. 

Among those participating in the events 
at Temple were (picture one, facing 
page, |. to r., seated): Milton Rode, 
Junior Association faculty adviser at 
Temple; Charles Wilde, Jr., and Kurt 
Thoma, featured speakers, and Leonard 
Rosenthal, faculty adviser at Pennsyl- 
vania; (standing, |. to r.) are: Mr. John 
G. Butz and Mr. Donald Yanell, presi- 
dents of the two junior associations. Not 
shown is Charles H. Patton, Amer- 
ican Dental Association’s Third District 
Trustee, who was among the speakers on 
the morning program. 

Participation awards went to students 
such as those in the center and bottom 
pictures who presented clinics and lec- 
tures at Emory. The annual banquet was 
presided over by Student American Den- 
tal Association president John Cudd. 
Guest speaker was J. Ben Robinson, dean 
of West Virginia University School of 
Dentistry. Other guests included Good- 
rich C. White, president of Emory Uni- 
versity; John E. Buhler, dean of the den- 
tal school, and faculty advisers John R. 
Bartholomew and O. Donald Harvey. 
Elected SADA president for the coming 
year was Mac Huey; Rodgers Feese is 
the new vice-president. 
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General 


TELEVISION TO BE FEATURED 
AT F.D.I. ROME CONGRESS 


An extensive television program will be a 
feature of the 1957 Rome Congress of the 
Fédération Dentaire Internationale, an- 
nounces A. K. Ovadia, chairman of the 
cinema and television committee. 

Some of the programs to be presented 
at the F.D.I.’s 12th International Dental 
Congress will be telecast throughout Italy. 
Others are scheduled for international 
transmission. In addition, table clinics 
and clinical demonstrations will be shown 
on closed circuit TV. Dentists with kine- 
scopes suitable for use on the program are 
asked to contact Dr. Ovadia, Via Boezio 
16, Rome, Italy. 


GROUP HEALTH ASSOCIATION 
PLANS PREPAID DENTAL CARE 


Group Health Association, Inc., of Wash- 
ington, D. C., a consumer cooperative 
medical care group, has announced plans 
to establish a prepaid dental health care 
program. The program will be available 
to GHA members provided at least 1,000 
participants are enrolled by the end of 
July. Previously, dental care was avail- 
able on a fee basis only. 

To be offered in the prepaid plan will 
be periodic examinations, prophylaxis and 
roentgenograms, prosthetic and _perio- 
dontal treatment and minor oral surgery. 
Prospective participants must have their 
mouths in good condition to be eligible. 
Monthly premiums will be three dollars 
per covered individual. 


W. G. SHAFER HEADS ACADEMY 
OF ORAL PATHOLOGY 


W. G. Shafer of Indiana University was 
installed as president of the American 
Academy of Oral Pathology at its tenth 
annual meeting April 8 in Washington, 


D. C. R. W. Tiecke of Northwestern 
University Dental School was chosen 
president-elect. 

Others elected were Charles A. Wald- 
ron of the Armed Forces Institute of Pa- 
thology, first vice-president; Henry H. 
Scofield of the Naval Dental School, sec- 
ond vice-president; Col. Joseph L. 
Bernier, Armed Forces Institute of Pa- 
thology, secretary-treasurer, and David F. 
Mitchell of Indiana University School of 
Dentistry, editor. Myron S. Aisenberg of 
Maryland was chosen a director of the 
American Board of Oral Pathology. 

The Academy elected five Fellows, 
emeritus. They were: Kurt H. Thoma, 
Carl W. Waldron, Thomas J. Hill, J. 
Roy Blayney, Edgar D. Coolidge and 
William Bauer. 


TO MARK HALF CENTURY OF 
PURE FOOD ACT THIS MONTH 


This year marks the 50th anniversary 
of the Pure Food and Drugs Act, signed 
into law by President Theodore Roosevelt 
in 1906. To commemorate the event, the 
Association of Food and Drug Officials 
will hold a golden anniversary celebration 
in Washington, D. C., June 27. Co- 
sponsoring the event are government 
agencies such as the Department of 
Health, Education and Welfare and the 
Department of Agriculture, and repre- 
sentatives of the food, cosmetic and 
chemical industries. The day-long affair 
is open to the public. 

The history of the Pure Food and Drugs 
Act began in the 1880s, when commercial 
processing and packaging took on major 
proportions in the food and drug field. 
Demands grew for the federal govern- 
ment to provide protection of the public 
health in this area. The first food and 
drug law was passed in 1906. In 1938 
protection was extended. Today, the 
Food and Drug Administration employs 
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some 227 inspectors. Its protection ex- 
tends to the proper labeling of drugs, 
the processing for safety of new drug 
applications, testing of the major anti- 
biotics prior to their distribution and in- 
vestigation of possible violations. Re- 
cently, the FDA issued a public warning 
against the so-called Hoxsey cancer treat- 
ment which Hoxsey claims cures cancer 
“without the use of surgery, x-ray or 
radium.” 

In June of last year, the Citizens Ad- 
visory Committee on the FDA recom- 
mended a three to fourfold increase in 
the FDA staff and a new office and 
laboratory building in Washington, D. C. 


COLORADO GROUP TO CONDUCT 
PERIODONTOLOGY SEMINAR 


The Colorado Dental Foundation will 
conduct a five day seminar in perio- 
dontology July 1-5 at the Fine Arts Cen- 
ter in Colorado Springs. A feature of the 
meeting will be a panel discussion. Panel- 
ists are Maynard K. Hine, dean of the 
Indiana University School of Dentistry; 
Charles H. M. Williams, head of the de- 
partment of periodontics of the Faculty 
of Dentistry, University of Toronto, and 
Henry M. Goldman, chairman of the de- 
partment of periodontology, University 
of Pennsylvania Graduate School of Med- 
icine. Also on the panel are Harry Sicher, 
M.D., professor of anatomy and histol- 
ogy, Loyola (Chicago) University School 
of Dentistry, and Balint Orban, head of 
the department of periodontics at Loyola. 


STRONG MEMORIAL OFFERS 
ORAL SURGERY INTERNSHIPS 


Strong Memorial Hospital, Medical Cen- 
ter, University of Rochester, in Rochester, 
N. Y., announces internships and resi- 
dencies in oral surgery for the year be- 
ginning July 1, 1956. Application forms 
may be obtained from the dental depart- 
ment of the hospital. 
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The 50th anniversary of the Pure Food and Drugs 
Act is being celebrated in June. 


GEORGE A. BUCKLEY HONORED 
BY NEW YORK ALUMNI GROUP 


George A. Buckley, professor and chair- 
man of the department of denture pros- 
thesis at New York University College 
of Dentistry, has received the 1956 Uni- 
versity Alumni Meritorious Award. The 
award, given annually by the Alumni 
Federation, will be presented to Dr. 
Buckley and four other alumni at com- 
mencement exercises June 6. 

Dr. Buckley is associate editor of the 
New York University Journal of Den- 
tistry. He is a Fellow of the American 
College of Dentistry and a member of the 
American Denture Society. 


EDUCATION GROUP SETS UP 
DENTAL HEALTH SECTION 


A dental health section of the American 
Association for Health, Physical Educa- 
tion and Recreation was established at the 
organization’s biannual meeting March 
25-29 in Chicago. Miss Eileen Gamble, 
health teacher, Evanston High School, 
Evanston, IIl., was named section chair- 
man. 

One of the purposes in establishing the 
dental health section, Miss Gamble ex- 
plained, was to provide dental hygienists 
an opportunity for becoming affiliated 
with a national educational group. 
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A distinguished alumni award was presented by the National Alumni Association of the 
Baltimore College of Dental Surgery, University of Maryland, to George M. Anderson 
(above, center) during the alumni’s March meeting in Baltimore. Dr. Anderson, the first 
alumnus to be so honored, was cited for “constant devotion and outstanding contributions 
to the art and science of dentistry." Making the presentation are Kyrie W. Preis (left), 
president of the Maryland State Dental Association, and Lawrence Bimestefer, president 
of the Alumni Association. Below: The alumni also honored Miss Katherine Toomey, adminis- 
trative secretary of the Baltimore College of Dental Surgery. A portrait is presented her by 
Maryland's governor, Theodore McKeldin. 
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Book Reviews 


MODERN NUTRITION IN HEALTH 
AND DISEASE 


By Michael G. Wohl, M.D., and Robert 
S. Goodhart, M.D. 1,062 pages with 80 
illustrations and 127 tables. Index. Ap- 
pendix. $18.50. Philadelphia, Lea @ Fe- 
biger, 1955. 


The object of this book as stated by the au- 
thors “is to present an authoritative and up-to- 
date discussion of every aspect of nutrition and 
provide the practicing physician and the stu- 
dent of medicine with a sound knowledge of 
both current advances in and the practical ap- 
plication of that science.” The book does just 
that. However, interest in the book will not 
be limited to practicing physicians and stu- 
dents of medicine. It will be of great value to 
nutritionists, dentists, nurses, dietitians, home 
economists, public health workers and others 
who are concerned with the application of nu- 
trition. 

The volume is divided into three parts: 
normal nutrition, nutrition in disease and nu- 
trition in periods of physiological stress. The 
approach throughout is from the clinical point 
of view. 

The names of the 55 contributors read like 
a Who’s Who in medicine, nutrition, physiol- 
ogy, biochemistry and other disciplines con- 
cerned with nutrition. The authors have in- 
tegrated the materials of the contributors, so 
that the book represents cooperative effort 
covering all phases of nutrition. 

The excellent summaries and bibliographies 
at the end of each chapter add to the value 
of the book. 

Pearl S. Camstra 


THE AMERICAN DRUG INDEX 


By Charles O. Wilson, Ph.D., and Tony 
E. Jones, M.S. 576 pages. $5. Philadel- 
phia, J. B. Lippincott Co., 1956. 


This book consists of an alphabetical list of 
drugs by generic and trade names, with cross 
references. In the case of mixtures, the quanti- 
tative composition is given. Available dosage 
forms, such as ampule, vial or tablet, are stated 
together with the name of the manufacturer. 
Use and route of administration are specified 
in many instances. 

The typography and paper are good. The 
material has obviously been arranged carefully 


and competently. The book is addressed to 
dentists as well as to physicians, pharmacists, 
nurses, students, teachers and sales personnel. 

In order to estimate roughly whether the 
listing of dental drugs was sufficiently compre- 
hensive, the reviewer looked up common dental 
product constituents by the first 35 names 
which entered his mind. Of the 35 names he 
found 25. One of the 25 was inadequately 
cross-indexed. The names not found were Una- 
caine, Supranol, Gardol, sodium lauroyl sar- 
cosinate, Irium, Anacin, Fluoristan, stannous 
fluoride, GL-70, and Poloris poultices. 

It is immediately admitted that two of the 
unlisted names, Fluoristan and _ stannous 
fluoride, refer to a drug only recently in- 
troduced on the market. The index still does 
not cover the dental field as well as its second 
edition probably will. 

Despite limitations in its dental scope, the 
American Drug Index represents a worthy 
attempt to fill a definite need. It will be useful 
to those who are interested in the composition 
and nomenclature of currently available drug 
products. It should certainly be in the library 
of every dental school and dental editor. 

Donald A. Wallace 


ROOT CANAL THERAPY 


By Louis I. Grossman, D.D.S. Fourth edi- 
tion. 399 pages with 140 illustrations. 
Index. $7.50. Philadelphia, Lea @& Febi- 
ger, 1955. 


This textbook stresses many concepts basic to 
the successful practice of endodontics. The con- 
cept of focal infection is well explained, well 
documented and illustrated in the initial chap- 
ter. 

The diseases of the dental pulp and adnexa 
are clearly presented, and the Churchill and 
Boyle photomicrographs aid in understanding 
the various pulp and periapical pathoses. The 
clinical diagnostic procedures are a standard 
complement to this subject, and a chapter on 
pulp capping and pulpotomy is included. The 
two and a half page chapter on mummifica- 
tion is retained from earlier editions for its 
historical interest, yet the chapters on the his- 
tory of endodontics and on the treatment of 
deciduous teeth have been omitted. 

The book fluctuates between profundity and 
superficiality. It is the reviewer's opinion that 
the author may have written in this way in 
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order to gear the book primarily to dental 
student needs. However, the author un- 
doubtedly was not unaware of the deeper 
discussion occasionally required by the general 
practitioner and the endodontic specialist. 

The author’s methods of root resection, 
bleaching, instrumentation and his use of in- 
tradental antibiotics are well presented. His 
step-wise explanation of procedures in endo- 
dontics is easily followed. 

This reviewer does not subscribe to the au- 
thor’s “sterile procedure” as it is essentially 
Listerian in principle. Nor does the reviewer 
subscribe to the too numerous restrictions im- 
posed by ‘“‘case selection,” nor to the polyan- 
tibiotic theory. However, much of the total 
approach to endodontics is a matter of in- 
dividual preference and Dr. Grossman right- 
fully is entitled to his own approach. The total 
procedure appears laborious when Dr. Gross- 
man observes “if at the fourth appointment 
the culture is positive . . .” In the opinion of 
the reviewer, any condition necessitating more 
than two appointments for any tooth eventu- 
ates in “economic failure” for either the pa- 
tient or the operator. 

Despite the reviewer’s point of view, this 
book is unreservedly recommended for all stu- 
dents of the subject. It contains much funda- 
mental material of value to the dental student, 
practitioner and specialist. 


Victor H. Dietz 


PEDODONTICS FOR THE GENERAL 
PRACTITIONER 


By Louis B. Kelsten. 396 pages with 269 
illustrations. Index. Price not listed. 
Brooklyn, Dental Items of Interest Pub- 
lishing Co., Inc., 1956. 


This easy to read book consisting of 24 logically 
organized chapters with adequate references 
indicates much study by the author but does 
not present any new information. 

A well authenticated short history of den- 
tistry for children in the first chapter is inter- 
esting, but the next six chapters, devoted to 
the possible psychologic reactions of children 
in the dental office, and frequent references to 
children’s reactions in several other chapters 
make it appear that all children have a fear 
complex. The many roentgenograms are in- 
distinct and do not exhibit good roentgenologi- 
cal technics such as proper film placement, 
angulation and dark room procedures. 

Information on operative dentistry for chil- 
dren is inadequate and does not present the 
newer concepts of cavity preparation and 
pulpal therapy for deciduous teeth. Restora- 
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tions for permanent teeth are only mentioned. 

The last two chapters on prosthesis for chil- 

dren and interceptive orthodontics should be 

helpful to the general practitioner of dentistry. 
Charles A. Sweet 


BLOOD GROUP SUBSTANCES, THEIR 
CHEMISTRY AND IMMUNOCHEMISTRY 


By Elvin A. Kabat. 330 pages with illus- 
trations. Index. $8. New York, Academic 
Press, Inc., 1956. 


This monograph analyzes current knowledge 
of the blood group substances from the stand- 
point of quantitative immunochemistry. The 
unique immunological specificity of the blood 
groups has been unraveled chemically by meth- 
ods applied to the study of polysaccaride, pro- 
tein and antibody structure. These tests make 
the blood group system a useful model for all 
biologic systems because of the extraordinary 
variety of materials which react with these 
substances. 

The author presents the nature of blood 
group factors, the method for testing blood 
group bodies and antigens, the sources of 
preparation and purification of blood group 
substances. Recent studies of the relationship 
between constitution and disease point to a 
positive correlation between dental disorders 
and blood group substances. Similar correla- 
tions in this text will appeal to medical and 
dental students interested in the mechanisms 
of disease. 

I. Newton Kugelmass 


ATLAS OF ORAL PATHOLOGY 


By Seiichi Matsumiya, Saburo Kondo, 
Shosaburo Takuma, Atsumi Suzuki and 
Yasukazu Osawa. Two volumes. 292 pages 
with 286 illustrations and 206 pages with 
39 illustrations. $12. Tokyo, The Tokyo 
Dental College Press, 1955. 


“In the study of dentistry,” state the authors 
in their introduction, “students and clinicians 
alike have traditionally politely shunned oral 
pathology. . . . Instructors as well as authors 
of professional works in this field stili overlook 
the use of visual object lessons. In other words, 
histopathological interpretations in the past 
have been presented in words only, making 
understanding extremely difficult. This has 
made the study seem unfriendly and has caused 
it to be unpopular. For this reason we have 
been working for the past ten years to facili- 
tate the understanding and increase the popu- 
larity of the study of oral pathology by utiliz- 
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ing various forms of visual aids in our lectures. 
Therefore, the atlas portion of this publication 
has been stressed.” 

Among the fields of oral pathology covered 
are functional changes of the teeth, dental 
caries, traumatic injuries of the teeth and dis- 
eases of the pulp and periodontal tissues. The 
numerous micrographs were selected from the 
great number of sections prepared by the late 
Dr. Kanae Hanazawa. The micrographs are 
outstanding for their quality, clarity and vari- 
ety, especially those in the higher magnifica- 
tions. Each micrograph is accompanied by 
explanatory texts in Japanese and in English. 
The smaller second volume is entirely in Japa- 
nese, save for a bilingual index. 

The atlas is well organized, the type is large, 
and the quality of paper and binding is 
outstanding. American dental students should 
find the atlas a valuable supplemental text in 
their study of oral pathology. 

N. C. Hudson 


A TEXTBOOK FOR DENTAL ASSISTANTS 


By Irwin Robert Levy. Fourth edition. 
293 pages with 237 illustrations. Index. 
$4.50. Philadelphia, Lea & Febiger, 1955. 


Since the appearance of the third edition of 
this textbook, new developments in technics 
and materials have taken place, and this vol- 
ume has been modified to bring it up-to-date. 
A dictionary containing 1,500 commonly used 
dental terms is appended to this latest edition 
so that the dental assistant may become better 
acquainted with the terminology used by the 
profession. 

The book adequately covers in 11 chapters 
the duties of a dental assistant. Topics covered 
are chairside assisting, dental office manage- 
ment, dental anatomy, pathology and pharma- 
cology, sterilization, dental roentgenology, oral 
surgery, periodontics, oral hygiene, pedodon- 
tics and orthodontics, models or casts, gold 
inlays and crowns. It is hoped that in the 
next edition the author will use the accepted 
nomenclature, substituting the suffix “dontics” 
for “dontia,” (periodontics for periodontia, 
orthodontics for orthodontia). 

Dentists vary in their ideas of dental assist- 
ing. They prefer to train their assistant in ac- 
cordance with their own requirements. There- 
fore, although an assistant has acquired all 
the knowledge set forth in this text, it behooves 
her to be flexible enough to adjust herself 
when necessary. 

This reviewer did find that portions of the 
text contain material extraneous to the needs 
of a dental assistant. Nevertheless, on the 
whole, the book is worthwhile. It should be 
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valuable to the person contemplating dental 
assisting as a career, to the inexperienced den- 
tal assistant, as an aid in preparing for the 
certifying examination, and as a reference 
work for the trained dental assistant. 

The illustrations are good, the type is read- 
able, the paper, format and mechanical fea- 
tures leave nothing to be desired. Again the 
publishers are to be congratulated. 

E. Alan Lieban 


FORMULAIRE THERAPEUTIQUE 
ODONTOSTOMATOLOGIQUE (THERAPEUTIC 
FORMULARY FOR DENTISTS ) 


By R. Boissier, A. Bouland and P. Budin. 
Fifth edition. 478 pages. Index. 2,200 
French francs. Paris, L’Expansion Scien- 
tifique Frangaise, 1955. 


This book is not intended to be of value to 
foreign (especially American) dentists, but is 
principally a guide for the prescription writing 
of French dentists. Many of the drugs listed 
under their French proprietary names are 
either not available or are known under dif- 
ferent names in the United States. Therefore, 
this pharmaceutical compendium, which is the 
only book of its kind available in France, will 
not be useful in this country, even if it has 
wide acclaim in France and in the other 
French-speaking countries. The emphasis on 
therapeutics current in American dentistry re- 
quires a more reliable, modern and complete 
source of information. 

The type is of large size, the paper is satis- 
factory and the binding adequate. 

Paul H. Glucksman 


DIE ORTLICHE BETAUBUNG IN DER 
ZAHNHEILKUNDE 
(LOCAL ANESTHESIA IN DENTISTRY ) 


By Prof. Guido Fischer. Tenth edition. 
316 pages with 210 illustrations. Index. 
DM. 18.50. Leipzig, Johann Ambrosius 
Barth, 1955. 


This work, now in its tenth thoroughly re- 
vised edition, is the standard textbook in the 
German language on local anesthetics. It al- 
ready has been translated into several foreign 
languages. Previous American editions, pub- 
lished by Lea & Febiger, Philadelphia, were 
excellently translated by Riethmiiller and L. 
Grossman and are known to many American 
dentists. None of these American versions, 
however, include the chapters recently added 
or revised in this tenth edition. 
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This book can be regarded as one of the 
best historical accounts of local anesthesia. No 
method or technic has been overlooked. The 
work is divided into four parts: modern local 
anesthetic methods and their application, in- 
dications and dangers in the use of local an- 
esthetics, anatomy of the oral cavity and tech- 
nics previously used in obtaining local 
anesthesia. 

Anyone interested in this special field will 
find the work of value cither in the new 
German or in the previous American edition. 
The book contains excellent photographs, 
roentgenograms and drawings. Its paper is of 
fine quality, the print is large, clear and read- 
able. Undoubtedly this work can be accepted 
as an authoritative contribution to German re- 
search on anesthesia and will be a valuable 
reference book for American dentists looking 
for material that they may apply in daily 
practice. 

Paul H. Glucksman 


DIE KLINISCHEN GRUNDLAGEN DER 
TOTALEN PROTHESE (CLINICAL 
FUNDAMENTALS OF COMPLETE DENTURES ) 


By Imre Kémeny. Translated from the 
Hungarian into German by Peter Adler. 
168 pages with 88 illustrations. Index. 
DM. 12.10, Leipzig, Johann Ambrosius 
Barth, 1955. 


This monograph is the eighteenth volume of a 
series of dental textbooks and deals with the 
construction and esthetics of lower and upper 
complete dentures. Even though the major 
emphasis is intended to be on methods used 
in Hungary and in other countries behind the 
Iron Curtain, it would seem that more de- 
tailed information on technics used in the 
Western European countries and in the United 
States should have been included. The two 
first sections, therefore, will be of relatively 
little interest to American dentists; the third 
part, however, is so excellently written and 
translated that a full knowledge of German will 
not be necessary to make this book a valuable 
reference work on esthetics. 

The author, head of the prosthetics depart- 
ment of the Dental Institute at Budapest, is 
to be congratulated on his contribution to the 
Hungarian dental literature. The type and the 
illustrations are clear. This relatively small 
book is recommended to dentists and research- 
ers interested in Hungarian methods in the 
construction of complete dentures. 

Paul H. Glucksman 


MIKROBIOLOGIE DER MUNDHOHLE 
( MICROBIOLOGY OF THE ORAL CAVITY) 


By Ulrich Berger. 266 pages with 83 
illustrations. Index. DM. 27. Munich, 
Germany, Urban und Schwarzenberg, 
1955. 


In these overspecialized times of ours, it is 
pleasant to review a book whose author gives 
a synthesis of the vast biologic material col- 
lected in scientific laboratories. This compara- 
tively small work is apparently intended not 
only for the specialist and the researcher but 
for the practicing dentist who wishes to keep 
in touch with the over-all problems in biologic 
and microbiologic research. 

The author describes a great deal of his 
own work and experience at the bacterio- 
logical laboratory of the University of Ham- 
burg. It is impossible to enumerate in this 
brief review the multitude of topics covered 
in this book, but certainly anyone interested 
in the microbiology of the oral cavity should 
read it. Excellent illustrations, glossy paper 
and an extensive index enhance the value of 
this most interesting book. 

Paul H. Glucksman 


PARTIAL DENTURES 


By Merrill G. Swenson, D.D.S., and Louis 
G. Terkla, D.M.D. 421 pages with 423 
illustrations. Index. $12. St. Louis, The 
C. V. Mosby Co., 1955. 


This book is divided into two parts. Part I 
covers construction of removable partial den- 
tures, and Part II deals with related factors 
and fundamentals of removable partial den- 
ture construction. 

Part I describes and illustrates the proce- 
dure in detail, from patient attitude to fin- 
ished denture. 

Part II begins with a new, simplified and 
improved classification of removable partial 
dentures based on logic and reasoning. In- 
cluded also are chapters on surveying, design- 
ing and planning; saddle outline and design; 
tooth preparation for clasping; partial denture 
clasps ; impressions and bite rims ; designs; fixed 
bridges versus removable partial dentures ; tem- 
porary partial dentures, and correction of pre- 
mature contacts in centric bite relation of 
natural teeth. There is an excellent glossary. 

The book is easy to understand. It is printed 
on good quality paper with large readable 
type. The binding is inexpensive. 

Monte G. Miska 
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Current Literature 


THE METABOLISM OF THE ORAL FLORA 


R. L. Hartles and Marie R. Wasdell. 
Brit. D.J. 99:334 Nov. 15, 1955. 


This preliminary investigation concerns the re- 
lationship between the activity of the salivary 
sediment, which contains virtually all the mi- 
croorganisms, and the containing fluid. Saliva 
contains an adjuvant in the absence of which 
the rate of breakdown of glucose is greatly 
retarded. This factor is heat stable, dialyzable, 
and is unlikely to be an inorganic ion unless 
it is a trace element with an insoluble oxide. 
The factor is present in saliva collected di- 
rectly from the parotid gland. 

About 10 ml. of saliva was collected from 
each of a number of individuals, centrifuged, 
and the solids washed and studied. It was 
concluded that there is a substance present in 
the saliva supernatant which is necessary if 
the salivary flora are to metabolize glucose 
at a maximum rate. Saliva was also collected 
from the parotid gland; this saliva was able 
to restore the glycolytic activity of the washed 
sediment to that of whole saliva. 

Work is in progress to determine, if pos- 
sible, the nature of the factor. 


CYTODIAGNOSIS: ITS POSSIBILITIES AND 
LIMITATIONS (MOGLIGHKEITEN UND 
GRENZEN DER ZYTODIAGNOSTIK ) 


P. Hartmann. Deut. med. Wschr. 80:1839 
Dec. 16, 1955. 


In dental and medical practice, a tumor may 
often be detected and evaluated by cytodiag- 
nosis, which is the study of cells either in an 
exudate or in a transudate. It is useful when 
other identifying methods fail. Although cyto- 
diagnosis does not provide as certain a diag- 
nosis as a thorough histologic examination, its 
results are, under certain circumstances, almost 
as reliable as those obtained by microscopy. 
After cytodiagnosis, many authors consider a 
thoracotomy as being indicated if the bronchial 
secretion repeatedly contains cells or tissues 
which indicate the possibility of carcinoma. 
For tumors in the oral cavity, however, cyto- 
diagnosis should be only one diagnostic method 
among many others; it may prove useful in 
such instances as basal cell carcinoma, epithe- 
lioma, mucinous carcinoma, carcinoma sarco- 
matodes and squamous carcinoma. In these 
diseases, early diagnosis is important. 


INTEROSSEOUS WIRING OF FRACTURE 
OF THE MANDIBLE 


Stephen Plumpton and B. S. Crawford. 
Brit. J. Plast. Surg. 8:165 July 1955. 


The open reduction and interosseous wiring 
of mandibular fractures is indicated when 
closed reduction is considered to be difficult 
or impossible and when fixation provided by 
external appliances is unlikely to prove ade- 
quate. In the following six types of fractures, 
the method is of value: 


1. Fracture with a posterior edentulous 
fragment which cannot be reduced owing to 
the interposition of muscle fibers between the 
fragments. Bony union in such instances can 
be ensured only by open operation, and in- 
terosseous wiring is performed in order to 
prevent redisplacement. 

2. Fractures in edentulous patients which 
cannot be treated successfully by means of a 
Gunning splint or wired-in acrylic splints. 
When there is either gross displacement or 
instability of the fragments, interosseous wir- 
ing of the bone ends, supplemented by wired- 
in acrylic splints and intermaxillary fixation, 
is necessary to obviate malunion or nonunion 
and to simplify the subsequent construction 
of functional dentures. 

3. Bilateral fractures of the body of the 
mandible with gross displacement, particularly 
if there are insufficient teeth on one or more 
of the fragments, or if the upper jaw is 
edentulous. 

4. Fractures in the region of the symphy- 
sis which may result in medial displacement 
of both fragments with overriding of the bone 
ends, because of powerful mylohyoid muscles 
which also tilt each fragment inward. In- 
terosscous wiring permits fixation of the frag- 
ments in normal occlusion, and immobilization 
is then completed by the screw connecting 
bar method. 

5. Multiple fractures of the maxilla and 
mandible involving the tooth-bearing regions 
of both arches. Open reduction and wiring 
of the mandibular fractures, supplemented by 
some other form of immobilization, simplifies 
the reduction and fixation of the maxillary 
fragments in normal occlusion. 

6. Fibrous union of a mandibular fracture, 
particularly in the edentulous patient. Inter- 
osseous wiring can be used provided the final 
loss of bone is minimal, so that the resultant 
malocclusion following approximation of the 
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fragments can be corrected when the den- 
tures are made. 

Preoperatively, the teeth are gently scaled 
and brushed, and obviously septic teeth are 
extracted. Impressions are taken for the con- 
struction of splints. The mouth is irrigated 
frequently with mouthwash, and penicillin in- 
jections (600,000 units daily) are begun on 
admission of the patient and are continued 
until all swelling has subsided. 

Intraoral manipulations may be carried out 
before the start of the operation, but once 
the incision has been made the oral cavity 
is assiduously avoided until the incision is 
closed. General anesthesia, maintained by an 
intratracheal tube passed nasally, is recom- 
mended. 

The accurate marking of the line of the 
fracture on the skin allows exposure of the 
fragments to be made through a very small 
incision. An incision of less than 3 cm. is 
made in a skin crease 1 cm. below the lower 
border of the mandible, with the center op- 
posite the previously marked point. The skin 
of the neck is drawn up over the lower bor- 
der of the mandible, and the incision is deep- 
ened directly down to the bone. 

When the fracture has been exposed, each 
fragment is manipulated in turn in order to 
allow the lower border of the bone adjacent 
to the fracture line to be brought into the 
superficial part of the incision. The peri- 
osteum is stripped from both aspects of a 
small region of the lower border of each frag- 
ment close to the fracture line to allow the 
drilling of holes and insertion of the wire. 

The author employs a Morse twist device 
(1.5 mm. diameter) in a mechanical bone 
drill and soft stainless steel wire (0.35 mm.) 
for the wiring. The drill holes are placed 
0.5 cm. from the lower border of the mandi- 
ble and (except in shearing fractures) an 
equal distance from the fracture line. 

When the holes have been drilled, the wire 
is first passed through the hole in the main 
fragment. While an assistant holds the bone 
ends in the reduced position, each end of the 
wire is grasped with a pair of hemostats and 
traction exerted to tighten the wire interven- 
ing between the two holes; finally, both ends 
are twisted tightly to complete the figure-of- 
eight loop. 

In those instances in which a single wire 
loop fails to provide sufficient rigidity, addi- 
tional loops should be inserted. The soft tis- 
sues are closed over the fracture line with 
fine catgut, the skin is sutured without drain- 
age, and a dressing is applied to the incision. 
The mouth is examined, and any gaping 
lacerations of the mucosa are sutured. 
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In edentulous patients the acrylic splints 
are now wired into place, and in all in- 
stances temporary intermaxillary fixation is 
established. Finally, a head bandage is ap- 
plied to give support to the jaw and the 
dressing over the incision in the neck. 

Postoperatively, irrigation of the mouth is 
carried out after all meals throughent the 
period of immobilization. The patient keeps 
the splints clean with a soft brush, and he is 
trained to manage the irrigation. Fixation is 
maintained for four weeks before the fracture 
is tested, and it is found that fractures treated 
by interosseous wiring are almost always firmly 
united by the end of this period. 

A. F. Baranoff 


GOLD CASTINGS BY THE HYGROSCOPIC 
TECHNIC: ADVANTAGES AND 
DISADVANTAGES 


Clifford M. Sturdevani. J]. N. Carolina D. 
Soc. 39:93 Jan. 1956. 


Well-compensated castings can be produced 
consistently by the hygroscopic technic. The 
technic is not a complicated one and does not 
demand expensive additional equipment. 

The following advantages are obtained from 
the hygroscopic technic: (1) The technic may 
be interrupted after the investing procedure. 
(2) The technic is a “low heat” one, thereby 
possessing the usually recognized advantages 
in low heat furnace treatment (800° to 
900° F.). (3) The investment mold may be 
inserted directly into a furnace preheated to 
800° F., thus eliminating the need for close 
attention during the furnace treatment. No 
cracked molds will ever occur. (4) The 
furnace temperature is not critical (800° to 
900° F.). (5) The length of time of the 
furnace treatment of the investment is not 
critical, permitting the busy dentist or dental 
student to make the casting at his own con- 
venience. (6) The time from wax pattern to 
casting is reasonably short (65 minutes with 
the small ring). 

Several features of the hygroscopic technic 
indicate its application to group casting (as 
in the dental schools), namely: (1) only one 
large preheated furnace is required, and (2) 
congestion about the casting machine is un- 
necessary. One disadvantage of the hygro- 
scopic technic should be noted. It is the pos- 
sibility of release of stresses in the wax pattern 
during the water bath treatment. This dis- 
advantage can be minimized by adherence 
to accepted principles in the manipulation of 
wax while forming the wax pattern. 
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Deaths 


Knox, Frank D., Fayetteville, Ark.; School of 
Dentistry, Vanderbilt University, 1915; died 
December 4; aged 62. 

Kramer, William S., Amherst, Mass.; School 
of Dental Medicine, Tufts University, 1955; 
died November 22; aged 31. 

Larson, Francis D., Deep River, Conn. ; School 
of Dentistry, University of Pennsylvania, 
1904; died December 16; aged 72. 

Leahy, David A., Cincinnati; Ohio College of 
Dental Surgery, University of Cincinnati, 
1901; died November 25; aged 75. 

Levin, Samuel A., Chicago; College of Den- 
tistry, University of Illinois, 1907; died Oc- 
tober 15; aged 79. 

Libberton, Ralph E., Chicago; Dental School, 
Northwestern University, 1898; died Jan- 
uary 6, 1956; aged 78. 

Lindley, Harry W., Brady, Texas; Louisville 
College of Dentistry of Centre College, 
1906; died December 1; aged 71. 

Luff, Alonzo W., Fullerton, Calif.; Lincoln 
Dental College of Cotner University, 1912; 
died December 8; aged 66. 

Macdonald, James A., Los Angeles; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1929; died November 28; aged 58. 

Mach, Benjamin W., Chicago; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1918; died January 19, 1956; aged 57. 

Michael, Claude, Dayton, Ohio; Ohio College 
of Dental Surgery, University of Cincinnati, 
1899; died December 20; aged 87. 

Milcoff, Solomon, Cleveland; College of Den- 
tistry, Ohio State University, 1923; died 
October 21; aged 62. 

Miller, Robert E., Sioux City, Iowa; College of 
Dentistry, University of Iowa, 1908; died 
November 24; aged 70. 

Mitchell, Marks, Brighton, Mass.; School of 
Dental Medicine, Tufts University, 1914; 
died December 23; aged 62. 

Moore, Joseph F., Philadelphia; Pennsylvania 
College of Dental Surgery, Philadelphia, 
1897; died December 25; aged 80. 

Moore, Russell, Vernon, Texas; died May 12, 
1955. 

Morrow, Henry B., Indianapolis; Indiana Den- 
tal College, 1921; died December 6; aged 
64. 

Moskalik, Alexander, Philadelphia; died Oc- 
tober 3; aged 61. 

Munro, James B., Morenci, Mich.; Depart- 
ment of Dental Surgery, Detroit College of 
Medicine, 1903; died September 23; aged 


Neelands, William J., Torrance, Calif.; Col- 
lege of Dental Surgery, University of Mich- 
igan, 1907; died November 2; aged 73. 

Nelson, James J., Jr., Philadelphia; School of 
Dentistry, University of Pennsylvania, 1915; 
died November 29; aged 61. 

Nickerson, Fred L., Westport Point, Mass. ; 
Baltimore College of Dental Surgery, Uni- 
versity of Maryland, 1915; died December 
16; aged 71. 

Oeder, Andrew H., New York; New York 
College of Dentistry, 1904; died December 
6; aged 72. 

Olson, Carlton P., New York; College of Den- 
tistry, University of Minnesota, 1906; died 
September 11; aged 72. 

Outten, Lawrence R., Selbyville, Del.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1912; died November 20; 
aged 63. 

Pancoast, Clyde M., Ashland, Neb.; Kansas 
City Dental College, Kansas City, 1897; 
died October 15; aged 85. 

Pappas, Menelaus G., Hoboken, N. J.; School 
of Dentistry, University of Pittsburgh, 1940; 
died December 25. 

Peters, Melvin E., North Vernon, Ind.; School 
of Dentistry, University of Louisville, 1906; 
died September 13; aged 80. 

Phelps, Edgar B., Rock Island, Ill.; Dental 
School, Northwestern University, 1905; died 
December 5; aged 82. 

Purcell, Lawrence A., Far Rockaway, N. Y.; 
New York College of Dentistry, 1912; died 
November 26; aged 72. 

Reader, Joseph C., East St. Louis, Ill.; Dental 
Department, Marion-Sims College of Med- 
icine, 1898; died December 2; aged 80. 

Reid, Robert S., Chicago; Chicago College of 
Dental Surgery, Loyola University, 1924; 
died December 6; aged 65. 

Riker, George B., Grand Rapids, Mich.; Col- 
lege of Dental Surgery, University of Mich- 
igan, 1920; died November 4; aged 57. 

Ronna, Julius, Pasadena, Calif.; Dental School, 
Northwestern University, 1900; died De- 
cember 7; aged 77. 

Rosenthal, Max, Brooklyn; New York College 
of Dentistry, 1919; died December 16; aged 
64. 

Ross, John H., Summit Hill, Pa.; School of 
Dentistry, University of Pennsylvania, 1922; 
died December 1; aged 59. 

Roys, Frank E., Darien, Conn.; School of 
Dentistry, University of Pennsylvania, 1889; 

died December 5; aged 90. 
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Saunders, David P., Macon, Ga.; Atlanta- 
Southern Dental College, 1940; died No- 
vember 25; aged 51. 

Savage, Austin A., Wallingford, Conn.; Chi- 
cago College of Dentistry, Loyola Univer- 
sity, 1918; died November 20; aged 76. 
Savage, William H., Clifton Forge, Va.; Balti- 
more College of Dental Surgery, 1888; died 
December 17; aged 88. 

Saylor, James F., Hutchinson, Kan.; College 
of Dentistry, University of Illinois, 1944; 
died December 11; aged 33. 

Scala, Thomas T., Jersey City; School of Den- 
tistry, Georgetown University, 1921; died 
December 22; aged 59. 

Schaffer, Delp S., Milwaukee; Dental School, 
Marquette University, 1933; died Decem- 
ber 4; aged 46. 

Schoff, Peter F., Dayton, Ohio; School of 
Dentistry, University of Pennsylvania, 1892; 
died November 26; aged 89. 
Schwartzman, Samuel, Flushing, N. Y.; Phil- 
adelphia Dental College, 1903; died No- 
vember 26; aged 73. 

Scott, John J., Avon, N. Y.; College of Dental 
Surgery, University of Michigan, 1901; died 
December 11; aged 79. 

Sharpe, Imly, Atlantic City, N. J.; Medico- 
Chirurgical College of Philadelphia, 1902; 
died December 12; aged 80. 

Sheafer, George M., Oak Park, IIl.; Dental 
School, Northwestern University, 1924; died 
August 3; aged 60. 

Sheridan, Lee T., Jacksonville, Fla.; Atlanta- 
Southern Dental College, 1924; died De- 
cember 13; aged 58. 

Slocomb, Edward M., Detroit; died November 
9; aged 77. 

Soden, Frank B., Hamilton, N. Y.; New York 
College of Dentistry, 1897; died December 
3; aged 84. 

Solomon, David, Philadelphia; School of Den- 
tistry, Temple University, 1928; died De- 
cember 24; aged 50. 

Spann, Lyndon P., Quincy, IIl.; School of 
Dentistry, University of Denver, 1904; died 
October 21; aged 74. 

Spencer, Walter A., Carbondale, Pa.; School 
of Dentistry, University of Pennsylvania, 
1890; died December 25; aged 88. 

Stanton, Rufus H., Galveston, Texas; Dental 
Department, Meharry Medical College, 
1915; died November 24; aged 70. 
Stewart, Alva B., Los Angeles; College of 
Dentistry, University of Tennessee, 1905; 
died January 14, 1956; aged 74. 

Stewart, William A., Kansas City, Mo.; West- 
ern Dental College, Kansas City, 1903; died 
December 2; aged 82. 

Stover, John H., Oklahoma City; Dental 
School, Marquette University, 1918; died 
November 14; aged 76. 
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Sturtz, Herman, Melbourne, Fla.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1900; died November 26: aged 81. 

Suffern, Edward R., Suffern, N. Y.; School of 
Dentistry, University of Pennsylvania, 1903: 
died November 26; aged 78. 

Swain, Earl R., Kansas City, Mo.; Kansas City 
Dental College, 1916; died December 9; 
aged 64. 

Swift, Donald A., Farmington, Mich.; School 
of Dentistry, University of Detroit, 1935; 
died November 20; aged 48. 

Tenney, William H., Toledo, Ohio; Ohio Col- 
lege of Dental Surgery, University of Cin- 
cinnati, 1892; died December 10; aged 85. 

Thompson, Ulysses G., Philadelphia; College 
of Dentistry, Howard University, 1927; died 
December 16; aged 58. 

Trueman, James A., Orlando, Fla.; College 
of Dentistry, University of Tennessee, 1954; 
died December 11; aged 32. 

Tuma, Vladimir A., New York; New York 
College of Dentistry, 1923; died December 
13; aged 59. 

Unfug, Adolph A., Walsenburg, Colo.; School 
of Dentistry, University of Denver, 1917; 
died December 13; aged 62. 

Updegraff, John W., Ligonier, Pa.; School of 
Dentistry, University of Pennsylvania, 1905; 
died September 1; aged 76. 

Vig, Richard, McIntosh, Minn.; College of 
Dentistry, University of Minnesota, 1911; 
died November 23; aged 68. 

Von Tick, Rudolph J., Pleasant Ridge, Mich. ; 
Department of Dental Surgery, Detroit Col- 
lege of Medicine, 1901; died December 6; 
aged 83. 

Walters, Harry M., Lancaster, Pa.; Medico- 
Chirurgical College of Philadelphia, 1907; 
died December 11; aged 69. 

Warburton, Maynard B., Clarks Summit, Pa.; 
School of Dentistry, University of Pennsyl- 
vania, 1909; died October 30; aged 76. 

Watt, John E., Milwaukee; Dental School, 
Marquette University, 1919; died December 
16; aged 66. 

Wechsler, Julius, Brooklyn; New York College 
of Dentistry, 1925; died October 29; aged 
52 


Welch, H. L., Gassaway, W. Va.; Ohio Col- 
lege of Dental Surgery, University of Cin- 
cinnati, 1920; died December 16; aged 58. 

Whitehead, John C., Daytona Beach, Fla.; 
School of Dentistry, Georgetown University, 
1912; died December 18; aged 81. 

Wildes, Robert P., Santa Barbara, Calif.; 
School of Dental Medicine, Tufts Univer- 
sity, 1917; died November 7; aged 67. 

Williams, Thomas H., Chickasha, Okla.; died 
December 9; aged 86. 

Wood, Samuel O., Lakewood, Ohio; died De- 
cember 13; aged 82. 
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Gerard J. Casey, Secy., 222 E. Superior St., Chicago 


Insurance: J. S. Eilar, Chm., 7 Medical Arts Square, N.E., Albuquerque, N. Mex. 
Paul W. Zillmann, Secy., 29 Walden Ave., Buffalo 


International Relations: O. A. Oliver, Chm., 1915 Broadway, Nashville, Tenn. 
Journalism: W. L. Barnum, Chm., Morgan Bldg., Portland, Ore. 


Judicial: H. B. McCarthy, Chm., College of Dentistry, Baylor University, Dallas, Texas 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 


Legislation: Paul E. Jones, Chm., 3 E. Church St., Farmville, N.C. 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 


Membership: J. R. Wallace, Chm., 31 Church St., Winchester, Mass. 


National Board of Dental Examiners: William A. Dickson, Chm., Medical Arts Bldg., Minneapolis 
Gerard J. Casey, Secy., 222 E. Superior St., Chicago 


Relief: H. R. Bleier, Chm., 4177 N. Oakland Ave., Milwaukee 
William O. Vopata, Secy., 1011 Lake St., Oak Park, Il. 


Scientific Session: Charles S. Kurz, Chm., 550 N. Eighth St., Carlyle, Il. 
Peter C. Goulding, Secy., 222 E. Superior St., Chicago 


SECTION CHAIRMEN 


Anesthesiology: Harold W. Krogh, 1835 Eye St., N.W., Washington, D.C. 


Operative Dentistry: Charles B. Murto, School of Dentistry, Georgetown University, 
Washington, D.C. 


Oral Surgery: J. Lorenz Jones, 405 N. Bedford Dr., Beverly Hills, Calif. 

Orthodontics and Oral Development: George A. Dinham, Medical Arts Bldg., Duluth, Minn. 
Pedodontics: Ruth E. Martin, 4559 Scott Ave., St. Louis 

Periodontics: Samuel C. Miller, 57 W. 57th St., New York 

Practice Administration: Wallace N. Kirby, 935 Curtis St., Downers Grove, III. 
Prosthodontics, Complete: Arthur L. Roberts, Aurora National Bank Bldg., Aurora, II. 
Prosthodontics, Partial: Richard L. Simpson, Medical College of Virginia, Richmond, Va. 


Public Health Dentistry: Polly Ayers, Box 2591, Jefferson County Board of Health, 
Birmingham, Ala. 


Research: Reidar F. Sognnaes, 188 Longwood Ave., Boston 
Roentgenology: Sam W. Williams, Marquette Bank Bldg., Minneapolis 
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Announcements 


MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


Ninety-Seventh Annual Session Oct. 1-4, 1956 Atlantic City, N. J. 
Ninety-Eighth Annual Session Nov. 4-7, 1957 Miami, Fla. 
Ninety-Ninth Annual Session Nov. 10-13, 1958 Dallas, Texas 
One-Hundredth Annual Session Sept. 21-24, 1959 New York 


MEETINGS OF CONSTITUENT SOCIETIES 


State Date Place Secretary Address 
Alabama Apr. 16-18, Birmingham F. A. Finney, Jr. 1045 Forrest Ave., 
1957 Gadsden 
Alaska Aug. 15-18 Fairbanks J. L. Irby 1010 Noble St., 
Fairbanks 
Arizona R. W. Christensen 17 E. Weldon Ave., 
Phoenix 
Arkansas Apr. 7-10, Little Rock D. M. Hamm Box 89, Clarksville 
1957 
California Apr. 15-17, San Francisco W. J. Healy 450 Sutter St., 
1957 San Francisco 
S. California Apr. 7-10, Los Angeles J. P. Bowers 903 Crenshaw Blvd., 
1957 Los Angeles 19 
Colorado (Oct. 21-24 Colorado Springs W. R. Humphrey — Bidg.., 
Jenver 
Connecticut E. S. Arnold 37 Linnard Rd., 
W. Hartford 
Delaware Jan. 1957 J. C. Gantt 1102 N. Jackson, 
Wilmington 
District of Columbia Mar. 10-13, Washington J. F. Keaveny 1029 Vermont Ave., N.W., 
1957 Washington 
Florida W. A. Buhner 167 Broadway, 
Daytona Beach 
Georgia Oct. 21-24 Savannah J. W. Yarbrough Southern United Bldg., Macon 
Hawali Sept. 10-15 Maui Island J. H. Dawe 810 N. Vineyard St., 
Honolulu 
Idaho Sept. 5-7 Sun Valley D. E. Sonius 125 Fourth Ave., N., 
Twin Falls 
Iinois P. W. Clopper Jefferson Bidg., Peoria 
Indiana D. C. Barnhill Bankers Trust Bldg.., 
Indianapolis 
lowa May 5-8, Des Moines H. 1. Wilson Insurance Exchange 
1957 Bidg., Des Moines 
Kansas F. A. Richmond Brotherhood Bldg., 
Kansas City 
Kentucky Apr. 1-3, Louisville A. B. Coxwell, Jr. 1976 Douglass Blvd., 
1957 Louisville 
Louisiana Apr. 24-27, Lake Charles J. S. Bernhard 2515 Line Ave., 
1957 Shreveport 
Maine June 21-23 Rockland S. M. Gower Box 27, Skowhegan 
Maryland Cc. L. Inman, Jr. Medical Arts Bidg., 
Baltimore 
Massachusetts H. E. Tingley 12 Bay State Rd., Boston 
Michigan F, Wertheimer Michigan Dept. of Health, 
Lansing 
Minnesota Apr. 1-3 Minneapolis C. V. E. Cassel Hamm Bidg.., 
1957 St. Paul 
Mississippi June 10-13 Biloxi B. A. Cohen Plaza Bldg., Jackson 
Missouri E. D. Suggett Merchants Bank Bldg., 
Jefferson City 
Montana E. G. Vedova Box 311, Roundup 
Nebraska Apr. 29-May 1, Lincoln F. A. Pierson Federal Securities 
1957 Bidg., Lincoln 
Nevada O. M. Seifert 506 Humboldt St., Reno 
New Hampshire June 24-27 Rye Beach F. E. Williams 814 Elm St., Manchester 
New Jersey May 12-15, J. G. Carr 407 Cooper St., Camden 
1957 
New Mexico J. S. Eilar Medical Arts Sq., N.E., 
Albuquerque 
New York C. A. Wilkie 1 Hanson Place, Brooklyn 
North Carolina R. D. Coffey Box 270, Morganton 
North Dakota J. H. Pfister 419% Dakota Ave., 
Wahpeton 
Ohio Oct. 28-31 Columbus E. G. Jones 185 E. State St., Columbus 
Oklahoma Apr. 14-17, Tulsa S. A. Russman 1219 Classen Dr., 
1957 Oklahoma City 
Oregon Mar. 4-6, Portland T. D. Holder Selling Bldg., Portland 
1957 
Panama Canal Zone A. L. Robertson 5700 USAF Dispensary, 
Albrook Air Force Base 
Pennsylvania M. D. Zimmerman 217 State St., Harrisburg 
Puerto Rico Nov. 25 R. Carrasquillo P.O. Box 214, De Diego #3, 
Rio Piedras 
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State 

Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 


Wyoming 


State 
Alabama 


Alaska 
Arizona 


Arkansas 
California 


Colorado 
Connecticut 


Delaware 
District of Columbia 


Florida 
Georgia 


Idaho 
IHinois 


Kansas 
Kentucky 


Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 


New Mexico 
New York 


Date 


July 22-25 


Apr. 29-May 1, 
1957 
June 14-16 


Place 


White Sulphur 


Springs 
Milwaukee 


Cody 
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Secretary 

J. S. Allen 

J. R. Owings 

R. E. Decker 
A. M. Ballentine 
W. Ogle 

R. C. Dalgleish 
E. H. Van 
Santvoord 

W. T. McAfee 
J. M. Deines 
G. N. Casto, Jr. 
A. E. Kopp 


T. J. Drew 


Address 

Union Trust Bldg., 
Providence 

7 Medical Court, Greenville 
Parker 

Pulaski 

3707 Gaston Ave., Dallas 
State Capitol Bidg., 

Salt Lake City 

22 Washington St., 
Rutland 

Colonial National Bank 
Bldg., Roanoke 

227 Broadway, N.., 
Seattle 

710% Lee St., Charleston 


Wells Bidg., Milwaukee 
State Office Bidg., Cheyenne 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


Date 
June 24-29* 


June 18-22* 
June 20t 
June 18-22 
June 18 
July 23 
June 25-29 
June 17-23* 
June 17-23 
June 25*t 
June 26-28*t 
June 4-7, 9 


July 9-19*+ 


Aug. 30-Sept. 3 
June 25 

June 26-29} 
Nov. 27-30} 
June 12-15*t 
May 28-June 1*f 


June 11-14} 
June 4-7*f 


June 3-8 


June 18-20 
June 11-13¢ 


June 11, 12* 
June 14, 
June 10-16 
June 11-15f 


June 19-21} 


June 8-14 
June 25 
June 21, 22* 


June 18-23 


June 21, 22, 26-29*} 


Place 
Birmingham 
Fairbanks 
Florence 
Little Rock 
Los Angeles 
San Francisco 
Denver 
New York 
Bridgeport 
Philadelphia 
Wilmington 
Washington 


Jacksonville 


Boise 


Indianapolis 


lowa City 


Louisville 
New Orleans 


Boston 


Boston 


Ann Arbor 


Lincoln 
Reno 
Boston 
Philadelphia 


Trenton 
Santa Fe 


June 21, 22, 26, 27+ 


Oct. 10, 11, 16-19*} 


Oct. 10, 16, 17tt 


Secretary 
W. L. McCarty 


R. H. Williams 
W. G. Biddulph 


W. T. Jones 
T. G. Atwood 


R. F. Gilmore 
C. G. Brooks 


P. K. Musselman 
W. T. Birthright 


R. P. Taylor, Jr. 
P. M. McNeil 


H. L. Houvener 


A. G. DeWinter 
W. A. McKee 


C. A. Frech 
P. A. Hahn 


G. L. Teall 
J. J. Kelly 


R. C. Steib 

A. S. Appleby 
H. Levin 

J. T. Glennon 
J. L. Champagne 
M. G. Walls 

J. C. Boswell 
R. R. Rhoades 
R. O. Betzner 
H. E. Weber 
R. Whitehead 
S. G. Markos 
W. A. Wilson 


J. J. Clarke, Sr. 
D. W. Beier 


Address 
Professional Center, 
Montgomery 

Box 2122, Juneau 


1502 W. Osborn Rd., Phoenix 


107 E. Shelton, Monticello 
450 Sutter St., 

San Francisco 

Republic Bldg., Denver 
302 State St., New London 


143 W. Main St., Newark 


1835 Eye St., N.W., 
Washington 

P. O. Box 2913, Jacksonville 
First National Bank 

Bidg., Rome 

Dillingham Bldg., 

Honolulu 

Sun Bldg., Boise 

Wood Bidg., Benton 


Gary National Bank Bldg. 
Gary 

Farmers & Merchants 
Bank Bldg., Burlington 
Box 71, Hiawatha 

102 W. Madison St., 
Franklin 

Maison Blanche Bldg., 
New Orleans 

Box 260, Skowhegan 
3429 Park Heights Ave., 
Baltimore 

323 Main St., Woburn 


3714 W. McNichols Rd., 
Detroit 

615 Montcalm Place, 
St. Paul 

Lamar Life Bidg., 
Jackson 

Central Trust Bidg., 
Jefferson City 

303 Power Block, 
Helena 

Federal Securities Bldg., 
Lincoln 

Masonic Temple, 


eno 
8 Renaud Ave., Dover 


150 E. State St., Trenton 


Artesia 
23 S. Pearl St., Albany 7 


Mar. 28-30, 
1957 
June 25, 26t 
Aug. 7-10* 
Aug 
Hawaii 
Indiana 
lowa 
ito 
June 217 
June 25-28 
June 29, 30 
| 


State Date 
North Carolina June 25 


North Dakota July 9-13 


June 14-16, 18-20 


lo 
Oklahoma June 18-20*t 
Oregon June 4-7*f 
Pennsylvania June 18-23*+ 


Puerto Rico 
Rhode Island 


South Carolina June 21-23 
South Dakota June 17-20 
Tennessee June 11-15} 


Texas June 10-16* 
June 14-16t 


Utah 


Vermont June 25-27*t 
Virginia June 4-9* 
June 4, 5t 
Washington June 18-21 


West Virginia June 25-27*t 
Wisconsin June 4-8*t 


Wyoming 


Piace 

Chapel Hill 
Fargo 
Columbus 
Oklahoma City 
Portland 


Philadelphia 
Pittsburgh 


Columbia 
Sioux Falls 


Houston 


Burlington 
Richmond 


Seattle 


West Liberty 
Milwaukee 


ANNOUNCEMENTS 


Secretary 

J. H. Guion 
T. M. Flath 
H. B. Smith 
W. E. Cole 


L. Utter 


. Mercado C. 


F 
A. M. Stinson 
J 
F. M. Hackett 


J. L. Gunter 
H. T. Aker 
C. R. Aita 
R. T. Weber 
G. W. Vogel 


P. M. Fitch 
J. M. Hughes 


M. L. Mower 
J. B. Davis 


S. F. Donovan 
W. A. Hocker 


Most states require applications to be in 30 days prior to examination date 


*Dental examination. 
on locations of examinations. 


tDental hygiene examinaticn. 
$Approximate dates 
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Address 

Doctors Bldg. 

Charlotte 7 

Williston 

322 E. State St., Columbus 
First National Bldg 
Oklahoma City 

Pioneer Trust Bidg. 

Salem 

Dept. of Public Instruction, 
Box 911, Harrisburg 

Box 3717, Santurce 

267 Academy Ave 
Providence 

1226 Pickens St., Columbia 
Canton 

Bennie Dillon Bldg. 
Nashville 

Capital National Bank 
Bidg., Austin 

Eccles Bldg., 

Ogden 

Newport 

Medk al Arts Bidg., 
Richmond 

National Bank of Commerce 
Bidg., Olympia 

Goff Bldg., Clarksburg 
Tomah 

O & S Bldg., Casper 


tWrite to secretary of dental examining board for informatior 
verify with state dental examining board. 


MEETINGS OF OTHER ORGANIZATIONS 


State 

American Academy of 
Dental Medicine 
American Academy of 
Oral Roentgenology 
American Academy of 
odontics 

American Academy of 
Periodontology 
American Association 
of Dental Examiners 
American Board of 
Dental Public Health 
American College of 
Dentists 

American Dental 


tion 

American Dental 
Society of Europe 
American Denture 
Society 

American Institute of 
Dental Medicine 
American Public Health 
Association, Inc. 
American Society of 
Dentistry for Children 
American Society of 
Oral Surgeons 
Association of American 
Women Dentists 

British Dental 
Association 


Canadian Dental 
Association 


Chicago Dental 
Society 


Date 
June 21-24 


Sept. 28, 29 
June 11-15 

Sept. 27-29 
Sept. 28, 29 
Sept. 27, 28 
Sept. 30 


Oct. 1-4 


July 10-13 
Sept. 28, 29 
Nov. 4-8 
Nov. 12-16 
Sept. 28-30 
Sept. 25-28 
Oct.1 


June 25-29 


June 3-6 


Feb. 3-6 
1957 


Place 
Detroit 


Atlantic City, 
N. J. 


Milwaukee 


Atlantic City, 
N. J. 


N. 


Atlantic City, 
N. J. 


N. 


Atlantic City, 
Be 


London, 
England 


Atlantic City, 
N. J. 

Palm Springs. 
Calif. 
Atlantic City, 
N. J. 


Atlantic City, 
N. J. 


New York 


Atlantic City, 
N. J. 


Brighton, 
Sussex, 
England 
Banff, 
Canada 


Chicago 


City, 


Atlantic City, 


Secy. or Chm. 
G. J. Witkin 
Secy. 

Berry, Jr. 


Address 
45 S. Broadway, 
Yonkers, N.Y 


4001 Spruce St.., 
Philadelphia 4 


C. . Schildwachter 6831 Seville Ave 


Secy. 
C. E. Chamberlain 
Secy. 


C. A. Bumstead 
Secy. 


P. E. Biackerby, Jr. 


Secy. 
O. W. Brandhorst 
Secy. 


M. L. Martin 
Exec. Secy. 


5. P. 
Secy 

Vv. L. Steffel 

M. Lewis 

Exec. Secy. 

R. M. Atwater 
Exec. Secy. 

H. C. Hester 
Pub. Chm. 

R. F. Whalen 
Exec. Secy. 

N. E. Mc Donald 
Secy. 

H. P. Buchanan 
Secy. 


R. L. Rasmussen 


K. S. Richardson 
Exec. Secy. 


Huntington Park, Calif 
115 North St., 
Peoria, ill 

Stuart Bldg., 
Lincoln, Neb 

250 Champion St. 
Battle Creek, Mich 
4221 Lindell Blvd 

St. Louis 8 

410 First National 
Bank Bidg., 

La Porte, Ind. 

110 Harley St 

London W.1, England 
College of Dentistry, Ohio 
State University, Columbus 
2240 Channing Way, 
Berkeley 4, Calif 

1790 Broadway, 

New York 

Arcade Bldg, 

Glen Ridge, N. J 
M.C.V. Box 876, 
Richmond, Va 

151 Engle St 
Englewood, N. ] 

13 Hill St., 

Berkeley Sq.., 
London, England 
Greyhound Bldg.. 
Calgary, Alberta 
Canada 

30 N. Michigan Ave 
Chicago 


Be 
the 
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State Date Place Secy. or Chm. 
Council on Dental Oct. 5, 6 S. Peterson 
Education, Dental Secy. 
Aptitude Tests 
Danish Dental Sept. 27 Copenhagen, F. Orth 
Association Denmark 
German Society for July 26-28 Hamburg, K. Schuchardt 
Dentofacial and Germany 
Oral Surgery 
Greater New York Dec. 3-7 New York R. E. Morse 
Dental Meeting Gen. Chm. 
Maritime Dental Asso- June 27-29 Halifax, E. F. Dexter 
iation C i Nova Scotia, Secy. 
Canada 
Medical Library June 18-22 Los Angeles A. N. Brandon 
Association Chm. 
Mid-Continent Dental Nov. 25-28 St. Louis . E. Brophy 
Congress and Centen- 2xec. Secy. 
nial Meeting of the 
St. Louis Dental 
Society 
National Board Dec. 3, 4 G. J. Casey 
of Dental Examiners Secy. 
New England Dental Oct. 24, 25 Boston F. L. Finley, Jr. 
Society Secy. 
New Orleans Dental Nov. 11-14 New Orleans B. G. Frick, Jr. 
nference Secy. 
Northeastern Dental June 3-6 Swampscott, M. J. Frasca 
Society Mass. Secy. 
Peruana Society of Sept. 19-22 Lima, J. Begazo S. 
Dental and Maxillo- Peru Secy. 
facial Prosthesis, 
First National 
ingress 
Scandinavian July 4-7 Stockholm, W. Waldvik 
Congress Sweden 
Seventh Annual June 17-21 Lenox, I. Glickman 
Berkshire Conference Mass. Dir. 
Southern Society of Aug. 19-22 White Sulphur M. D. Edwards 
Orthodontists Springs, W.Va. Secy. 
Southwestern Society Oct. 7-10 Houston, H. S. Born 
of Orthodontists Texas Secy. 
Thirteenth German Aug. 20-26 Munich, F. H. Witt 
Dental Meeting Germany 
Thirty-first Sept. 24-29 Florence, M. Bergamini 
Italian Congress Italy 
of Stomatology 
Twelfth International Sept. 7-14 Rome, P. Lalli 
Dental Congress Italy Secy. Gen. 


Address 


222 E. Superior St., 
Chicago 


Osterbrogade 4, 
Copenhagen, Denmark 
Johnsallee 3, 

Hamburg 13, Germany 


Hotel Statler, 

New York 1 

5 Dutch Village Rd.., 
Halifax, Nova Scotia, 
Canada 

College of Medical 
Evangelists, 

P. O. Box 278, 

Loma Linda, Calif. 
8013 Maryland Ave., 
St. Louis 5 


222 E. Superior St., 
Chicago 

43 Farmington Ave., 
Hartford, Conn. 
Maison Blanche Bldg., 
New Orleans 16 

153 Cabot St., 
Beverly, Mass. 
Pasaje Olaya 156, 
No. 38, 

Lima, Peru 


Kungsgatan 18, 
Stockholm, Sweden 

Tufts University, 

School of Dental Medicine, 
136 Harrison Ave., Boston 
132 Adams Ave., 
Montgomery, Ala. 

908 S. Johnstone Ave., 
Bartlesville, Okla. 
Universitaetsstrasse 73, 
Cologne-Lindenthal, 
Germany 

Via S. Gallo 25, 

Florence, Italy 


Via Boezio 16, 
Rome, Italy 
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FROM SAUNDERS — Forthcoming 


1. The Dental Clinics of North America 


A new series of books to bring you valuable 
assistance in day-to-day office dental care and 
oral management. Three times each year, be- 
ginning next March, this periodical will bring 
to your desk a 250-page illustrated volume of 
current interest from leading dental centers. 


You'll find each page packed with the sound 
clinical advice of America’s foremost oral 
surgeons, orthodontists, pedodontists, etc. 
They tell you what to do, when to do it and 
how to do it— advice on the new treatments, 
new techniques, new drugs, new dental ma- 
terials, etc. 


Here are a few of the Symposia planned for 
the first 2 years of publication—all from top- 
notch men in dentistry: Differential Diag- 
nosis of Prosthodontics—New Techniques 
in Operative Dentistry—Emergencies in 
Dental Practice — Benign, Precancerous 
and Malignant Tumors of the Oral Regions 
—Practical Oral Therapy. 


The Dental Clinies are a unique source of 
continuing postgraduate help in office dentistry. 
Place your advance subscription now! 

THE DENTAL CLINICS OF NORTH AMERICA— 
Issued serially, one hardbound volume of about = 


pages, 6” x g Sypeates, 3 times a year. Per 
(3 numbers): $14. Ready March, 1957. 


2. Sommer, Ostrander & Crowley — 


A new and superbly balanced book on endo- 
dontia supplying virtually all the information 
about the subject a practitioner could con- 
ceivably use. The stature of the authors insures 
reliability of this volume. It will tell you 
how to: 


1. Diagnose and treat root canal difficulties 
whether due to infection or traumatic 
injuries. 


2. Use sterile rather than disinfecting methods. 


Clinical Endodontics 


3. Restore devitalized teeth. 

4. Verify lesions through roentgenographic, 
bacteriologic and histopathologic changes. 

Completely up-to-date and well-illustrated. 


By Ratpx F. Sommer, D.D.S., Professor of Radiology 
and Endodontia, School of Dentistry University of 
Michigan; D. OSTRANDER, D.D.S .. Professor 
of Dental Therapeutics, School ‘of Sone Uni- 
versity of Michigan and Mary C. Crowtey, A.B., 
M.S.P.H., Associate Professor of Microbiology, School 
of Dentistry, University of ee About 
, with approximately 350 illustrations. 
Ready August, 1956. 


3. Simon — Clinical Operative Dentistry 


A book that has long been needed—a truly 
modern text on operative dentistry alone. 
Dr. Simon and 45 eminent contributors have 
described and evaluated all current procedures 
backwards and forwards. 


All the clinical information needed on Amal- 
gam _ Restorations, Silicate Cements, 
Acrylic Resin Fillings and Gold Foil 
Restorations is included. 


You'll find detailed instructions for cavity 
preparation, investing and casting, mixing sili- 
cate cements, condensing and finishing of the 
various fillings, ete. Over 500 drawings and 
photos clarify techniques so nothing is left to 
your imagination. 


By 46 Eminent Dental Authorities. Edited by Wittiam 
. Smwon, M.S., D.D.S., Dean, School of Dentistry, 
Jniversity of Iowa. 448 pa 6” x 9”, with about 
530 illustrations. About $11. Ready August, 1956. 
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And Recent Dental Books... 


4. Archer —Oral Surgery New (2nd) Edition 


From simple extraction to complicated plastic 
surgery, The New (2nd) Edition of Dr. 
Archer’s popular book guides you meticulously 
through each step of every common oral surgi- 
cal procedure. 

All material has been reviewed, revised and 
added to where necessary. 350 new illustrations 


have been added plus many more pertinent 
case histories. Here is solid clinical aid yfor 
your many oral surgery problems. 


by W. Harry Arcner, B.S., M.A., D.D.S., Professor 
and Head of the Department of Oral Surgery, School 
of Dentistry, University of Pittsburgh. About 958 
pages, 7” x 10”. with about 1400 illustrations. About 
$16.00. Just Ready! 


5. Frederick & Towner —The Office 
Assistant in Medical and Dental Practice 


A new manual designed to save the dentist 
time, money and a vast amount of explanation 
in the training of an efficient office assistant. 
For the combination receptionist, secretary, 
nurse, bookkeeper and technician it answers 
hundreds of questions like these: What to say 
in a series of collection letters, how to prepare 
patient for dental examination, how to sterilize 


instruments, how to understand setting of fees, 
how to sharpen hypodermic needles, how to set 
Everything the good 
assistant needs to know is here. 


up appointments, etc. 


By Portia M. Freperick, Instructor, Medical Office 
Assisting, Long Beach College and Carot Towner, 
Administrative Assistant, American Medical Associ- 
ation, 351 pages, 5%” x 8”, illustrated. $4.75. 

Just Published! 


6. Anson — Atlas of the Head and Neck 


A specially prepared atlas for the dental 
practitioner adapted from Dr. Anson’s previ- 
ously published Atlas of Human Anatomy. 
87 beautifully executed serial drawings bring 
alive every gross anatomical feature of the 
head and neck. 


If you don’t have a handsome and instructive 
reference atlas of the general area in which 
you are most interested—then you should see 
this one. 


By Barry J. Anson, Ph.D., Professor of Anatomy, 
Northwestern University Medical School. 101 ges, 
8” x 10%”, with 87 illustrations, 19 in color. 50. 

Just Published! 


Order 


W. B. SAUNDERS Company, ADA 6-56 
| West Washington Square, Philadelphia 5 : 
' Send for 30-day examination when ready and charge: ; 
! 
1 () Clinical Endodontics ..about $11.00 [ The Office Assistant -------- $4.75 | 
| (© Operative Dentistry ...about $11.00 [) Atlas of Head & Neck....... $6.50 } 
ewe eee eee eee eee eee eee eee 
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Over 50 years 
still one of the finest 


toothpowders 


Accepted by the Council on Dental Therapeutics 
of the American Dental Association 
as Sodium Bicarbonate U. S. P. 


FREE Children's Booklets—We would like to |# | 


send you children’s booklets for your waiting 
room. They are approved by leading educa- “tl 


tors. Just write to us at the address below 


70 Pine Street New York 5, N. Y. 
BUSINESS ESTABLISHED IN 1846 
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Good Models Make a Good Impression on Your Patients 


Columbia Rubber MODEL FORMERS 
Make Neat Bases on Study Models 


Pour plaster or stone in former; mount an- 

atomical cast and let set. Soft, flexible rubber 

permits easy removal; model comes out with 

perfectly-finished, symmetrical base. 

Upper and lower models can be made in 
these formers to occlude automatically. 


Price per set—! Upper & 1 Lower 


4.00 


Study models show patients their mouths as you 
see them. Make study models regularly. You need 
them as you do X-Rays. 


STUDY 
MODEL 
ARTICULATOR 
Made of sturdy 
ve" diam. 
Nickel-Silver 

Rod. 


To mount models, drill 4 holes (template and 
drill supplied); attach prongs with sticky wax. 
To remove, heat prongs and pull out; casts are 


unmarred. These articulators may be used 
repeatedly. 
Cat. No. 805—4 Model 


Columbia Study 
Articulators with Template and Drill... .. $3.00 
Cat. No. 806—Extra Articulotors .60 


Columbia “MODEL GLOSS” 
Adds a Smooth, Lustrous Finish to Stone 
or Plaster Models. Makes Them Washable 
Cat. No. MG-1—1-quort size only.......... 


133 East 23rd Street 


COLUMBIA DENTOFORM CORPORATION 


“The House of A Thousand Models’ — Headquarters for Brown Precision Attachments 


Columbia 


RIGHT-ANGLE 
MOUNTING BASE 


For Dentists 
desiring greater 
accuracy in 
mounting models 
than is possible 

by eye. 


Calibrations on vertical plane help determine 
height of base needed for harmonious pro- 
portions between base and anatomic part of 
medel. Center line facilitates centering an- 
atomic cast on base. 


Black Bakelite Base; Stainless Stee! Scale. 
Cat. No. RA-1—Price—$3.75 


Columbia 
RUBBER 
DENTOFORM 


MAKE 
Demonstration 
MODELS 
from 
SURPLUS 
PLASTER 


Instead of wasting surplus plaster pour it into 
the mold. If not enough, add next excess mix, 
first wetting the set plaster. To make models 
with Ivorine abutments, insert Ivorine Teeth 
into mold before pouring. 


Ivo 


New York 10, N. Y. 
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MOLDS 
Columbia 
| 
per Set of 1 Upper & 1 Lower Mold ies, : 
No. R20—Set without 3rd molars...........$5.00 
No. R22—Set with 3rd molars.............. 5.00 a 4 
No. R24—Set for deciduous models......... 5.00 ee 
For Other Dentoform Products ae 
See Our Catalog No. 33 
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Your skill is mirrored 


in a powerful G-E x-ray unit 


at 70 kvp. 


GE-90 
For any 
kilovoltage 
40 to 90 kyp. 


OU know your patient's confidence in you is 
compounded of many impressions. Your skill 
and manner are key factors, of course. But impor- 
tant, too, is equipment that reflects your competence 
. . helps you do your work quickly, efficiently, 
safely. 

Powerful in appearance . . . powerful in fact — 
G-E dental x-ray units have that look and more. 
The GE-90, for example, gives you high-output, 
stepless, variable x-ray control. It shortens exposure 
times, improves film quality, gives more uniform 
penetration of all dental structures — makes practi- 
cal long-distance technics for better radiography. 
And it also offers you a new measure of safety 
through inherent filtration equaling 1.5 mm al — 
a new safety factor now specified by the National 
Bureau of Standards. 

See your dealer for details. Or write X-Ray 
Department, General Electric Company, Milwaukee 
1, Wisconsin, for Dept. JJ-63. 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 


> 
GE-70 = 
Fixed x-ray 
output — 
10 ma 
a 28 
a 


restlessness and irritability with pain 


one of the 44 uses 


“From clinical observations of the drugs 
evaluated, codein and NEMBUTAL (Pentobar- 
bital, Abbott) appear to be the sedatives of 
choice, most efficaciously used in combina- 
tion. They usually produce rest and the sleep 
brought about by their use approximates 
normal sleep. The action of these drugs in 


combination is rapid; and if the patient is 
not disturbed, the sleep may continue from 
one to five hours. The cerebrospinal fluid 


pressure is not significantly disturbed; there 


Abbott 


Gurdjian, E. S., and Webster, J. E., Amer. J. of 
Surgery, 63:236, 1944. 


are no undesirable changes 


in the vital functions.” 
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X-RAY 


HOW TO SAVE TIME 
IN AN EMERGENCY DIAGNOSIS 


Do you often need 
a wet-film reading 
in a hurry? Du Pont 
“D” Dental X-ray 
Film can be rush- 
processed and still 
give good diagnostic 
radiographs. 

Because of the ex- 
tremely wide lati- 
tude of Du Pont 
“D”", you can cut 
developing time in 


ABOVE: NORMAL EXPOSURE 
AND DEVELOPMENT TIME. a 
BELOW: ExPosuRE DovBLED, half if you double 
ONE-HALF DEVELOPMENT. the recommended 


exposure. For example, the recommended 
technique for the upper bicuspid area is an 
exposure of 1'4 seconds with development of 
3 minutes at a temperature of 68°F. in 
Du Pont Dental X-ray Developer. On rush 
jobs, simply give an exposure of 2% seconds 
and develop for 12 minutes. The resulting 
radiographs will have normal density with 
good detail—as shown above. 

Du Pont “D” Films and all other Du Pont 
Dental Films come in the exclusive “Pull-A- 
Tab” Packet, which gives you still another 
saving of time in the darkroom. 

In routine examinations using Du Pont “D™ 
Dental X-ray Film, you'll get views of good 
diagnostic quality even if your exposure isn’t 
always right on the button. It’s a fast, double- 
coated dental x-ray film designed for all- 
purpose periapical use 

Try this versatile film with Du Pont Proc- 
essing Chemicals in your x-ray work. 


SPECIFY Du Pont Dental X-ray Films and 
Chemicals when you place your next order 
with your dental dealer. Or, ask him to show 
you our complete line of dental products . . . 
he’ll gladly recommend a Du Pont Film for 
your own special needs. Du Pont Photo Prod- 
ucts Department, Wilmington 98, Delaware. 
In Canada: Du Pont Company of Canada 
Limited, Toronto. 


DENTAL 


NEWS 

No. 3 

HOW TO AVOID POOR RADIOGRAPHS 
WITH PROPER PROCESSING 


Not much diagnostic value in the radiograph 
above! Processing time and temperature 
were exact, exposure correct but im- 
proper darkroom technique ruined an other- 
wise good dental radiograph 

To avoid disappointing results, you should 
closely follow several routine procedures 
when processing dental radiographs. Film 
should be carefully removed from the packet 
—handled by the edges only, to prevent finger 
marks on the emulsion. All Du Pont Dental 
X-ray Films come in the exclusive *Pull-A- 
Tab” Packet to speed and simplify this 
operation. 

Since wet film has a tendency to stick toa 
surface it touches, be sure films are attached 
to a hanger so they don’t touch one another 
or the sides of the tank during processing. 
Contact with another film during develop- 
ment caused the large undeveloped area in 
the radiograph shown above. 

And remember to agitate the films—espe- 
cially when they’re first immersed in solutions 
—to dislodge any air bubbles which may 
stick to the emulsion during processing. 

A few extra minutes spent in the dark- 
room will pay off with radiographs of better 
diagnostic quality 
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BUT IT DID 
TO DR. D*... 


Dr. D* . . . had to give up his practice when he was 
afflicted with dermatitis of both hands shortly after he 
rchased ADA insurance coverage. In your case, as in 
r. D's, office time represents your income. Respect it 
and insure it. 


Take a moment, please . . . Think about protecting your income should 
disabling accident or illness keep you from your practice. Be prudent, too 
. . . See beforehand that your continuing income depends upon your pres- 
ence in your office; that your absence may mean loss of financial security 
for you and your family. Think . . . have forethought and apply now for 
the economical and liberal income protection afforded by your American 
Dental Association Group Accident and Health Insurance Plan. 


You save 35 to 50 per cent of the cost 

of similar protection individually purchased. 
For complete information regarding benefits, regulations and semi-annual rates, communt- 
cate with the Trustee of the Policy, Dr. Paul Zillmann, 29 Walden Avenue, Buffalo 11, 
New York or with M. A. Gesner, Inc., 150 East Superior Street, Chicago 11, Illinois. 

Issued Exclusively by 
NATIONAL CASUALTY COMPANY of Detroit 
Through 
M. A. GESNER, INC. 
216 East Superior Street WhHitehall 3-1525 Chicago 11, Ill. 


Since the Nasional Casualty Company's plan of accident and health msurance has been in effect for many years 
in New York, New Jersey, California, Utah and Nevada, the Asscciation Plan is not available in those states, 
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the ability 
to repair... 


Partials weren't made to be 
dropped or abused... but they are. 
Changes may become necessary. 
G-3 partials can be repaired, adjusted 
or modified easily, inexpensively and 
safely... another case of true gold 
economy, using the best there is, 


Ney-Oro G-3. 


wax, (fold 


THE J. M. NEY COMPANY _ SINCE 1612 


HARTFORD CONN. 
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THOUGHT OF EVERYTHING? 


Are you taking advantage of the low cost life insurance 
available under the A.D.A. Group Life Program? 


This plan, underwritten by Great-West Life, is especially designed 
to give A.D.A. members under age 60 maximum protection at mini- 
mum cost. It provides essential life insurance protection through 
the expensive period of establishing a practice, and over the time 
of growing family responsibilities, increasing expenses and growing 
income. 


The plan provides $10,000 Basic Life Insurance Protection or 
$20,000 for Accidental Death at an annual premium of 


@ $30.00 to age 30 

@ $50.00 from ages 31 - 40 
@ $80.00 from ages 41 - 50 
@ $130.00 from ages 51 - 60 


Conversion privileges and many additional advantages are available 
in this plan. For further details apply to: 


A.D.A. Group Life Program . 
The Great-West Life Assurance Company 
1035 Field Building 
135 S. La Salle St., Chicago 3, Il. 


GreaarWesr Lice 


ASSURANCE 
HEAD OFFICE WINMIP EC, CANADA 
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@ Show your patients you can give them PERMANENT PORCELAIN instead of ordinary 
gold bridgework — at moderate cost. Help them visualize PERMADENT: The beauty and 
health of porcelain on ALL surfaces, including the ridge—combined with the strength and 
perfect fit imparted by the precious metal bonded to it underneath. 


PREVIEWS OF 
SATISFACTION 
FOR PATIENTS 


At Left: Display Case #2, a 
3-unit posterior bridge on 
pink acrylic model with 
matched porcelain teeth, 
shown as packaged in its at- 
tractive lucite box. 


Display Case #1 (not shown) 
is a 4-unit anterior. 


Display case #3 (not-shown) 
features gold inlays connected 
to Permadent porcelain pontics. 


Other types are available. 


LOW COST PERMADENT DISPLAY CASES BUILD PRACTICES 


Contact us for prices, description of other types of Display 
Cases and information on processing of Permadent restorations. 


PERMADENT PRODUCTS 
1780 Broadway, New York 19, N. Y. 


| A-28 
Permadent Display Cases 
Assure Bridgework Contracts! 


With 


you 
KNOW 
where youre going! 


A dental practice without adequate control of 
business affairs is like a ship without a course. 
It waits only for the right rock. 


Professional Budget Plan helps you work out 
the best business procedures for your particu- 
lar needs. With PBP, the job of handling even 
a large and busy practice becomes a matter of 
routine. PBP frees you to do complete dental 
work in an atmosphere of relaxation and 
confidence. 


PBP practice management methods—designed 


for the dentist — have been proven effective 


in thousands of now-successful practices. Why 
not find out now what Professional Budget 
Plan can do for you? 


Write Dept. DS-66. Our representative will be 
happy to call you for an appointment. 

Address. 


...Lone....... State... 


PROFESSIONAL BUDGET PLAN 


303 E. Wilson * Madison 3, Wisconsin 
Dept. AD-66 
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Torit makes the difference 


... between a worn out patient and one that finishes smiling! 
ORA-VAC is a high-volume evacuator that is non-traumatic 
to the most sensitive tissues. ORA-VAC allows you to main- 
tain a “bridge-stream” of water that instantly removes all 
operative debris and fluid before it accumulates. Keeps the 
operative field clean and in clear vision at all times. 

ORA-VAC lets you use high-speed techniques that save 
you 20 to 30 minutes out of every hour. Can’t clog. ORA- 
VAC stays 100 % efficient all day. Torit makes the difference 
... and Torit makes many different dental products. 


TORIT MANUFACTURING CO. 
Walnut and Exchange Streets, Dept. 101, St. Paul 2, Minn. 
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The Spectrum 


of Nutrients 


In 


Oatmeal 


The important contribution to daily nu- 
tritional health made by the broad spectrum 
of nutrients in the classical Quaker Oats 
breakfast dish is illustrated by this table. 
All the nutrients in oatmeal occur naturally. 


THE QUAKER OATS BREAKFAST DISH* 
OATMEAL MILK TOTAL NUTRIENTS 


tProtein 47Gm. 39Gm. 
Carbohydrate 17.7Gm. 5.7Gm. 23.4Gm. 
Fat 2.0Gm. 44Gm. 64Gm. tPhosphorus 
tThiamine 0.18 mg. 0.05 mg. 0.23 mg. Potassium 
tNiacin 0.26 mg. 0.10 mg. 0.36 mg. Zinc 
Riboflavin 0.05 mg. 0.19 mg. 0.24 mg. tFolic acid 
tPyridoxine 0.07 mg. 0.06 mg. 0.13 mg. Vitamin Biz 
Pantothenic acid 0.25 mg. 0.41 mg. 0.66 mg. tCopper 0.04 mg. 0.35 mg. 
{Vitamin A plus Carotenoids — 0.08 mg. 0.08 mg. Manganese 0.002 mg. 1.45 mg. 
Magnesium 51 mg. 14 mg. 65 mg. tCalories 81 192 


*1 oz. oatmeal (dry), 4 oz. whole milk. no sugar considered in this 3 TNutrients for which Daily Dietary Alb by the National 
sources supplied on request Research Counci! 


NUTRIENTS OATMEAL MILK TOTAL 


1.28 mg. 0.12 mg. 1.40 mg. 
148 mg. 163 mg. 
113 mg. 228 mg. 
163 mg. 325 mg. 
0.45 mg. 1.53 mg. 
0.3 meg. 11.7 meg. 
0.7 meg. 0.8 meg. 


tiron 
tCaicium 


Few foods can better the broad nutrient spec- 
trum of the oatmeal serving. For its caloric 
content its nutritional contribution may well be 
unique, and justifies the continued recommen- 
dation of ‘‘an oatmeal breakfast’’ for every age, 
for the normal as well as the therapeutically 
indicated diet. 

Quaker Oats and Mother’s Oats, the two 
brands of oatmeal marketed by The Quaker 


DENTAL AUTHORITIES stress 
the importance of optimal 
nutrition in the aim toward 
better dental health dur- 
ing the early growth years. 


Oatmeal, with its wealth 
of essential nutrients, not 
only contributes broadly 
to good nutrition, but— 
since its carbohydrate is 
not readily degraded to 
simple fermentable sugars 
—is of virtually no cario- 
genic influence. 


Oats Company, are identical in their content of 
all nutrients. Both brands are available in the 
Quick (cooks in one minute) and the Old-Fash- 
ioned (cooks in five minutes) varieties. 


The Quaker Oats @mpany 


CHICAGO 
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@ ticonium #25 FoR suRGERY 
Tested for compatibility with body fluids 
and used by many leading surgeons, Tico- 
nium implantations have been in use for 
many years. 


(2) TICONIUM +50 FOR PARTIAL DENTURES 
A low-heat, fine grain alloy, famous +50 
is the choice of many doctors throughout 
the country. Its accuracy and brilliant 
lustre have made it known as dentistry’s 
most “‘fitting’’ alloy. 


TICONIUM +44 FOR FULL DENTURES 
The specific composition of +44 is respon- 
sible for the accuracy and light weight of 
full upper and lower Ticonium castings. 


TICONIUM LABORATORIES USE A VIRGIN INGOT 
OF METAL ON EVERY CASTING! 


TICONIUM 


413 No. Pearl St., Albany 1, N. Y. 


for new developments, look to 


TICONIUM 
\ 
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the efficacy and safety of 
Pentids have been confirmed 
by clinical experience in 


many millions of patients 


Pentids 


Squibb 200,000 Units P. 


tablets cutterea) Capsules (unbutterea) 


bottles of 12 and 100 —— bottles of 24 and 100 
SQUIBB for infants and children 
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*These exclusive Permlastic A 


world leader in 
impression materials 


two Permlastias 


REGULAR and 
HEAVY-BODIED 


to meet every need of dentists 
who prefer to take their impressions in 
elastic rubber-base materials! 


HEAVY-BODIED 
Permlastic which is ideal for 
staying built-up in tray!... 


REGULAR 


Permlastic which has perfect flow qualities! . 


EITHER Permlastic for easy handling, 
adequate working time and reliable setting time. 


Regular and Heavy-Bodied Permlastic 
offer you the complete answer for every 
rubber-base-material impression need — 

copper-bands, fixed-bridges, 
partials and edentulous. 


So, for accurate, tough, elastic impressions 
«+. order both HEAVY-BODIED and REGULAR 
Kerr Permlastic from your Kerr Dealer! * 


also 
KERR PERMLASTIC ADHESIVE for oastent adherence 
of Permlastic to compound, acrylic base or metal 
. . KERR PERMLASTIC SILVER-PLATING 
KIT for making flowless metal dies. 


KERR MANUFACTURING CO. - DETROIT 8, MICH. 


Established 1891 


elastic rubber-base 
impression materials 


PERMLASTIC 


CATALYST 
PERMLAST/ 


PIAMANEME 


A-34 
* 
es 
announc 
= 
= 
a 
| 
= 
a | “¢ 
4 
a iit | 
permilastic Si) | 


*AN ABSORBABLE OXIDIZED CELLULOSE DRESSING FOR PROMPT 
HEMOSTASIS IN DENTAL AND ORAL SURGERY 


Technique of application of NOVOCELL Pellets 
is simple. Simply place a sterile pellet in the 
bleeding area and allow the oxidized cellulose to 
combine with the blood. Moderate bleeding is often 
controlled quickly and effectively. 


Novocell is supplied in vials of 50 Pellets . . 
keep a vial ready for use at all times! 


CHEMICAL MEG. Inc. 


2911-23 Atlantic Ave. Brooklyn 7, WN. Y. 
Teronte — London — Buenos Aires — Rio de Janeiro 


matically effective in the 
control of hemorrhage. The 
Pellets are shaped to fit easily 
maintain sterility of the { 
| 
SUPPLIED 
c IN VIALS OF 
50 PELLETS 
| Noel 
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THE DURALLIUM CLINIC-ON-FILM 


This outstanding full-color, sound-slide film will show you a remarkable new way 
to increase patient satisfaction while reducing chair-time and building your practice 
in prosthetics. 


ELIMINATE UNSIGHTLY BUCCAL ARMS 

Through this film you will see how you can offer your patients superior, more comfort- 
able partials with unsightly buccal arms safely eliminated . .. without harmful strain 
on the abutment teeth. 


PUTS AN END TO BOTHERSOME “AFTER-ADJUSTMENTS” 

You will also discover how to virtually eliminate time consuming “‘after-adjustments” 
..and why you--and your patients—can always be confident that precise-fitting 

Durallium partials will provide truly lasting comfort and functional efficiency. 


You owe it to yourself and to your patients to get all the facts about this outstand- 
ing new approach to better prosthetics. 


GET THE FULL STORY... SEE THE DURALLIUM CLINIC-ON-FILM 


DURALLIUM PRODUCTS CORP. 


809 West Washington Boulevard e Chicago 7, Illinois 


| am interested in seeing Durallium’s CLINIC-ON- OFFICE 

FILM. | understand that it will show me how to build | 
my practice in prosthetics while saving chair-time | 
and giving my patients better looking, more comfort- UM vin tagevesivncdccadthesurapineseguaconinsbas | 
able and longer lasting partials. | realize that | am | 
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From MOSBY ress 


THE DENTIST and the LAW 


This book is designed to furnish informa- 
tion on legal points which is essential to 
both practicing dentists and students in 
schools of dentistry. Its objeetives are: To 
impart an awareness of certain types of 
legal problems connected with dentistry; 
to explain the basic rules of law which 
courts have used in resolving those prob- 
lems; operation of the fundamental rules 
is shown in typical situations from which 
imagination on the part of the reader can 
extend the principles by analogy to other 
cases; and to indicate some of the oc- 
casions when it is wise to consult a lawyer 
to keep out of trouble instead of waiting 
until it develops. By CHARLES WEN- 
DELL CARNAHAN. 263 pages. Price, 
$5.25. 


PARTIAL DENTURES 


This book is presented as a tangible plan 
for teaching the construction of a partial 
denture, utilizing a one-piece casting. A 
step-by-step procedure is followed in Part 
I without deviation to explain funda- 
mentals and principles. In this manner, 
the sequence is understood more easily. 
The principles and fundamentals of the 
procedures used here are described in 
Part II, thereby avoiding confusion by 
keeping detailed explanations apart from 
technical procedures. 

By MERRILL G. SWENSON and LOUIS 
G. TERKLA. 421 pages, 423 illustrations, 
6 in color. $12.00. 


THE C. V. MOSBY COMPANY, 
3207 Washington Bivd., 
St. Louis 3, Missouri. 


REVIEW OF DENTISTRY 


This revision contains many changes. A 
number of the chapters have been com- 
pletely rewritten. Many questions have 
been deleted and others added to bring 
the subject matter up to date and to cover 
the subjects as thoroughly as possible. It 
is a useful guide for those preparing for 
state and national board examinations, 
for a general review for the undergraduate 
dental students, and for a study-reference 
for the busy dentists. This edition con- 
tains between 7,500 and 8,000 questions 
and answers—a substantial increase over 
the previous edition. 

By JAMES T. GINN. 2nd Ed. 950 pages. 
Price, $8.00. 


PRACTICE ADMINISTRATION 
for the DENTIST 


This volume is a collection of the papers 
presented during the University of Michi- 
gan workshop by qualified lecturers, the 
discussions of the papers, and the answers 
to several hundred questions that were 
prepared by eight evaluating committees. 
It provides a summary of the fundamentals 
necessary for the efficient, ethical prac- 
tice of dentistry, for professional im- 
provement, and for participation in com- 
munity life. Edited by WILLIAM R. 
MANN and KENNETH A. EASLICK. 
385 pages. Price, $8.50. 


Date — 


Gentlemen: Send the book(s) checked with (X). [— Attached is my check. [) Charge my 


account. 

1 Carnahan “THE DENTIST AND THE 
$5.25 

00 Swenson-Terkla “PARTIAL 


C) Ginn “REVIEW OF DENTISTRY” .$8.00 


Mann-Easlick “PRACTICE AD- 
MINISTRATION FOR THE 
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Scientifically... 


IS OUR CONSTANT OBJECTIVE 


To provide the best possible prod- 
ucts and services to the dental 
profession is the unwavering aim 

o of the Justi organization . . . 


SCIENTIFICALLY — through continuing 
basic research 


° TECHNICALLY — through improved meth- 
Jechnically . oe ods and techniques 
ESTHETICALLY — through efforts to 
disguise artificiality 


No wonder Justi leads the field! 
H. D. JUSTI & SON, INC. 
Produc for Beller 


PHILADELPHIA 4, PA. 


Esthetically.... 
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Simple, 
Yet Effective 


DRESCH 


a typical FREPLICAST Removable 


The relief, or prevention of possible pathological 
conditions made this simple prosthetic appliance a truly 
scientific health service. 


Before reconstruction, the upper posterior teeth were almost 
in contact with the lower ridge. Removable occlusal onlays on the 
bicuspid abutments gave the opening necessary to make room for molars. 


As simple as that, » yet so effective. The comfort and efficiency 
the appliance was amazing to the patient. 


Raised-bite appliances of every conceivable type have 
been constructed by Dresch since Dresch introduced + over 
thirty years ago. This unmatched background of 
experience, combined with the precision Replicast 
method of construction is your assurance 
of extraordinary results. 

You on yey no more—but you profit more with 
Replicast removables. Send models 


for em estimates. The Dresch Laboratories 
Company, 1009 Jackson St., Toledo 1, Ohio. 


*REPLICAST—a Precision method—not a 
material. | 


DRESCH LABORATORIES 


Quality Service since 1915 | 


ANOTHER MEASURE OF DRESCH DEPENDABILITY 
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CLASSIFIED 
ADVERTISING 


Forms close on 25th 
of second month preceding month of issue 


Remittance Must Accompany 
Classified Ads. 


PRACTICES AND OFFICES FOR SALE 
AND RENT 


CALIFORNIA-Arvin. Air-conditioned dental 

suite will be ready September 1. In fast 
growing central valley, agricultural town of 
7,000. Eight physicians and one dentist in 
area. Close to winter sports, hunting and 
William Gullett, 381 Third St., Arvin, 
Calif. 


CALIFORNIA—For lease. Two-chair, air- 
conditioned dental office, fully equipped, 
private parking. Equipment for sale to 
lessee in total or part, used one year. J, E. 
Ownes, 2801 K St., Sacramento 16, Calif 


CALIFORNIA—Rent or lease. Established 

office in Sanger. Population 6,400. Two 
operating rooms plus business office, labora- 
tory, private office, recovery and reception 
room. $100 per month. Address A.D.A. Box 
No. 342. 


CALIFORNIA—New pleasant dental offices 

available May ist in community with per- 
fect climate and promising future. Offices 
owned by well established physician and 
surgeon. Wonderful opportunity in dental 
health conscious community. Dr. Roswell L. 
Hull, Hollister, Calif 


COLORADO—For sale. 
growing college town. Fully equipped two- 
chair office. Street floor location. Will sell 
for inventory, about $3,590. May arrange 
terms. Address A.D.A. Box No. 235 


Active practice in 


COLORADO—For sale. Large Denver prac- 
tice. Two-chair office. Excellent residential 
location. Address A.D.A. Box No. 340. 


COLORADO—For sale. Western slope. Gen- 

eral practice in heart of Colorado's hunt- 
ing and fishing area. Opportunity unlimited. 
Sell for inventory. Ritter equipment three 
years old. New seven room house also avail- 
able. Address A.D.A. Box No. 343. 


DISTRICT OF COLUMBIA—For sale. Lucra- 
tive cash dental practice, located in down- 
town shopping area. Wonderful opportunity 
for mature, progressive dentist. Gross aver- 
age $24,000. Cash and terms can be arranged 
to suit. Retiring. Address A.D.A. Box No. 337. 


FLORIDA—Miami Beach. For sale. Com- 

pletely equipped, modern, two-chair office. 
Air-conditioned elevator building. Finest 
central location, main street, Lincoln Road 
Available June 1956. Address A.D.A. Box No 
321. 


ILLINOIS—Melrose Park. For rent. Dental 
office space available. Call GLadstone 
5-5869. 


ILLINOIS—For rent. Chicago. Offices ground 
floor. New ultra modern building in grow- 
ing district. Air-conditioned. Private recep- 
tion and washroom. Partitioned to order. 
Parking area corner 113th & State. Call 
WaAterfall 8-4242. 


ILLINOIS—Modern house and office for sale 
_in beautiful residential area next to shop- 
ping center, bus stop; shortage of dentists 


Classified advertising rates are as follows: 


30 words or less—per insertion................ $4.00 

Additional words, each............ 10 

Answers sent c/o American Denta 
ee no extra charge 


Replies to A.D.A. box number ads should be ad- 
dressed as follows: 

American Denta! Association 

222 E. Superior Street 

Please be sure that the box number appears on 

the envelope. 


in area. M.D. leaving town. Call Homewood 
4366. 


INDIANA—For sale. Well established, active 
practice with two-chair, first floor, office 
complete. Located northern Indiana county 
seat town. Low overhead. Trained assistant 


available. Present owner will introduce. 
Grossing $25,000. Liberal terms. Address 


A.D.A. Box No. 354. 


1OW A—For sale. Practice in northeast Iowa. 
Combination home and office. Grossing 
over $20,000 annually. Young dentist special- 
izing in July. Will book appointments for 
buyer. Modern dwelling, equipment. Excel- 
lent fees. Address A.D.A. Box No. 353. 


1OW A—For sale. Completely equipped mod- 

ern dental office, air-conditioned, ready 
for immediate occupancy. Good location. 
Reasonable rent. Dentist deceased. Write 
Mrs. Fred Debe, 606 Kingsley, Waterloo. 


KENTUCK Y—Office space for reasonable 

rent. Ideal location for dentist. No com- 
petition. Three miles south of Paducah, on 
'.. S. 45, in community of Lone Oak, with 
population of 2,000. Will draw 50 per cent of 
practice from Paducah. No parking difficulty. 
For information call or write Dr. J. F 
Hicks, 3307 Lone Oak Rd., Paducah, Ky. 


MARYLAND—Baltimore. For sale. Busy, 

established general practice in residential 
district. Modern office with two very attrac- 
tive and fully equipped operating rooms, all 
on ground floor; adjacent to ethical commer- 


cial laboratory. Reasonable rent. Owner 

entering service. Address A.D.A. Box No. 

3 

MICHIGAN—fFor_ sale. Upper peninsula. 
Long established dental practice. Fully 


equipped office. Heart of vacation and iron 
area. Dentist deceased. Contact George 
Jezek, 221 S. Sophie St., Bessemer, Mich. 


MICHIGAN—For 
with two 


dental office 
laboratory, 


rent. New 

operating rooms, 
dark room, private office, lavatory, recep- 
tion vestibule. Situated in industrial area, 
with off-street parking and air-conditioning. 
No other dentist in area. Write or telephone 


Dr. C. W. Nelson, 551 E. Michigan Ave., 

Battle Creek. 

MISSOURI—For sale. Active pedodontic 
practice, with or without equipment, in 


large city. Beautiful two-chair office in new 
professional building. Wonderful oppor- 
tunity for right man. Selling because of 
other interests. Address A.D.A. Box No. 345. 


NEW JERSEY—For sale. Well established 

30 years, general practice, two-chair office 
and equipment. Located in seashore city 
near New York. Retiring because of health. 
Address A.D.A. Box No. 246. 


NEW YORK—For sale. Active practice, fully 

equipped, large corner property in busy, 
rapidly growing, central New York metro- 
politan area. Excellent opportunity for 
enterprising man. Terms reasonable. Reason 
for selling—other interests. Address A.D.A. 
Box No. 325. 
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NEW YORK—Opportunity. Growing apart- 
ment community near Pelham Parkway, 
Bronx, New York. Newly constructed, fully 
equipped office, professionally decorated 
waiting room, with ates living quarters. 
One block to _ school, hopping. subway, 
buses. Selling—legitimate ealth reasons. 
Reasonable. Address A.D.A. Box No. 351. 


NEW YORK—Professional office above 
physician's office available. Two 
corner house. Residential neighborhood. 
Available July. Rental $125. 5019-20th Ave., 
Brooklyn 4, N. Y. Cloverdale 8-5390. By ap- 
pointment only. 


NORTH CAROLINA—For sale or rent. Com- 

pletely equipped dental office and 37 year 
practice in town of 6,000. New building de- 
signed by Ritter for long term lease or sale. 
Address Mrs. J. F. Zachary, administratrix of 
Dr. ona” deceased January 1956. Bre- 
var Cc. 


NORTH DAKOTA—For 
practice 


sale. Established 
in eastern area of state. Two 
beautiful operating rooms with modern 
equipment. Splendid opportunity for young 
man wishing to move to larger community 
Address ao D.A. Box No 


OHIO—For rent. 630 sq. ft. 

doctors’ building in heart of Cincinnati 
Medical Center. Central air-conditioning, 
plumbing and all facilities for three operat- 
ing rooms. Only one other dentist in build- 
ing who specializes in pedodontics. Excellent 
location to start practice. Rent $135 per 
month. Asking $2,500 for air-conditioning 
and facilities. Phone UN 1-2298 or write 
John A. Cockburn, 2508 Auburn Ave., Cin- 
cinnati 19. 


office space in 


OHIO—For sale. Very reasonable. Only den- 

tal office in prosperous, growing south 
central Ohio town serving 9,500 people. 1953 
S. S. White equipment, one operating room, 
laboratory, dark room, central air-condition- 
ing, blacktop parking lot, 1953 building, 
space designed for second operating room, 
well established, long recall list, gross very 
easily of $26,000. Beautiful six room home 
available nearby. Owner leaving because of 
+ ae in family. Address A.D.A. Box No. 


OH1IO—For sale. Five room dental office and 

equipment, excellent downtown location, 
modern office building, reasonable rent, 
janitor service. Office established 15 years. 
Fast growing industrial city of 40,000 with 
steel and paper mills. Large surrounding 
area to draw from. Price open. Direct re- 
plies to Room 11, 9 S. Broad St., Middletown, 


Ohio. 

OKLAHOMA—For sale. Very reasonable. 
Beautiful new air-conditioned dental 
office. town of 24,000. 


college 
Ground floor office in medical-dental center. 
a leaving state. Address A.D.A. Box No. 


OREGON—Dental office space is available 
for lease. This is new construction just 
outside the eongeetes business district on 
a main thoroughfare. There is parking on 
the lot. Owners will finish interior to 
tenant’s specifications. Write Surgical-Den- 


tal Court, Roy Harland, Masonic Bldg., 
Salem, Ore. 

PENNSYLVANIA—For_ rent. Dentist’ in 


northeast Philadelphia has office space 
available for dentist, dental specialist, or 
other professional man in neighborhood 
age tah for details. Address A.D.A. Box 
No. 


PENNSYLVANIA—For sale. Long estab- 
lished practice in a growing steel town. 
Retiring from practice. Buyer can take over 
June 1, 1956. Dr. H. I. Haines, 138 E. Main 
St., Coatesville, Pa. 


PENNSYLVANIA—For sale. Active practice 

in western Pa. Office and home combina- 
tion. Dentist entering service. Fully 
equipped office, laboratory and waiting 
room. Community of 2,000 with large draw- 
ing area. Dr. Merle I. Fehl, 203 Jefferson St., 
Evans City, Pa 


RHODE ISLAND—Providence. For sale. 
Two-chair dental office. Large waiting 
room, business office, laboratory space, two 
operating rooms. Dental assistant, 13 years’ 
experience, available. Mailing list of patients 
also available. Sale is urgent for health 
reasons. For particulars write Mr. Ronald 
Green, 111 Westminster St., Providence 3. 


VIRGINIA—Arlington. For sale. Well estab- 

lished general practice and equipment in 
choice community population 150,000. Office 
and home combined with rental possibilities. 
Entering military service. Address A.D.A. 
Box No. 329 


VERMONT—For 


sale. Established dental 
practice. Beautiful northeastern com- 
munity, exceptional educational facilities, 
year-round recreational activities, lovely 


lakes, nearby skiing areas. Perfect TV re- 
ception and nearby airline service. Now 
showing substantial yearly income; valuable 
real estate with modern equipment, reason- 
able terms granted. Reason for sale: retire- 
ment. Harold Stuart, 140 Boylston St., Bos- 
ton, Mass. 


W ASHINGTON—Attractive space available 
for dentist in medical building. Ideal loca- 
tion in center of Washington State apple 
industry. Please write for more details. 
Robert E. Votteler, M.D., Cashmere, Wash. 


WEST VIRGINIA—For lease or rent. Modern 
fully equipped bungalow dental office in 
an established central West Virginia com- 
munity. Address replies, Mrs. F. M. Farns- 
worth, 30 Arnold Ave., Buckhannon, W. Va 
or phone 206. 


OPPORTUNITIES AVAILABLE 
Dentists 


ARIZONA—Rapidly growing community in 

northern Arizona needs dentist. Space 
available in physician's new office building. 
Will require only equipment for dentist's 
office. Write Dr. Leo Schnur, Box 274, Sedona, 
Ariz. 


CALIFORNIA—Southern. Pedodontist de- 
sires associate full time. Excellent in- 
come. Dr. L. F. Parker, 6919 Magnolia Ave., 
Riverside, Calif. 


CALIFORNIA—Pedodontist desires asso- 

ciate. Earn $13,000 to $16,000 per year plus 
paid vacation. Hospitalization, health and 
accident and life insurance benefits. Bonus 
and incentive plan. Must have California 
license. Write Dr. Paul Schiff, 808 E. Man- 
chester Blvd., Inglewood, Calif. 


CONNECTICUT—Wanted: Capable associate 

for excellent practice in most rapidly ex- 
panding town in Connecticut. Associate to 
assume major responsibilities of practice 


with commensurate income and/or oppor- 
tunity to purchase. Illness forces owner's 
early retirement. Address A.D.A. Box No. 
331. 


1OW A—Wanted. Associate in active group 
practice, no financial outlay, immediate in- 
come of salary, plus commissions, oppor- 
tunity to purchase share of association, must 
have completed military obligation. Address 
A.D.A. Box No. 341. 


MICHIGAN—Dental director, Kalamazoo 

Health Department. Salary, beginning 
$9,000 - $10,000, Sepeneens on training and 
experience. Direct public health dental pro- 
gram. Forty hour work week. Social se- 
curity, hospital insurance, vacation, sick- 
leave benefits. Write to Director, Health 
Department, City Hall, Kalamazoo, Mich. 
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NEW JERSEY—Associate wanted imme- 

diately to assume busy general practice in 
central New Jersey community of 25,000. 
Owner entering specialty. Modern two-chair 


office in attractive colonial setting. Avail- 
able for purchase by September 1. Expe- 
Box No. 


rience essential. Address A.D.A, 
346. 
NEW YORK—Opportunity for dentist with 
medical group practice in upstate New 
York. Must have New York state license. 
This group, offering comprehensive medical 
care, has three dentists, one vacancy at 
present. Semi-rural area, 120 miles from 
New York City. Salary commensurate with 
training and experience. Excellent oppor- 
tunity for dentist interested in integrated 
medical practice, preventive medicine and 
rural living. Address A.D.A. Box No. 303. 


OHIO—Wanted, 

help in establishing 
Have four-chair office. Will sell interest 
reasonably after short time. Salary. Won- 
= opportunity. Address A.D.A. Box No. 
32 


dentist who needs 


permanent practice. 


young 


PENNSYLVANIA — Pennsylvania licensed 
draft exempt dentist for two years only. 
Industrial dental health experience and 
knowledge essential. Postgraduate training 


and experience in roentgenology and exo- 
dontics required, State training and expe- 
rience. Address A.D.A. Box No. 334. 


WASHINGTON—Dentists for foreign mis- 

sionary work. Excellent opportunities for 
qualified men in all parts of the world. For 
details apply to The Missionary Dentist, 
5543 25th Ave., N.E., Seattle 5. 
Hygienists 
MICHIGAN—Dental hygienist. Kalamazoo 

Health Department. Salary, $4,000. Assist 
dentist in public health dental program. 
Forty hour work week. Social security, hos- 
pital insurance, vacation, sick-leave benefits. 
Write to Director, Health Department, City 
Hall, Kalamazoo, Mich. 


OPPORTUNITIES WANTED 


Navy veteran, 1954 New York license desires 

part or full time position in July until oral 
surgery residency starts in October. Prefer- 
ably Westchester or nearby vicinity. Address 
A.D.A. Box No. 358. 


Massachusetts. Dentist with wide experience 
in extractions, full dentures, precision 
partial dentures, processing in own office, 
seeks association eastern Massachusetts, 
preferably part time. Has modern equip- 
ment. Address A.D.A. Box No. 352. 


Dentist, 27, with family, completing service 
July, desires purchase active practice or 
would consider desirable association in 75 
mile radius of New York City. Address 
A.D.A. Box No. 347. 


Oral surgeon, married, 1947 graduate, serv- 

ice completed, over four years hospital 
training including general anesthesia; na- 
tional; Connecticut, New York, Mass- 
achusetts boards, desires association with 
oral surgeon or group. Address A.D.A. Box 
No. 298. 


New York licensed; 1954 graduate desires to 
purchase or associate with intent to pur- 
chase general practice in Westchester, Long 
Island, or surrounding area. Completing 
military service; available August 1956. 
Address A.D.A. Box No. 344. 


with National 


Dentist Board certificate, 
graduate training in oral surgery and 
general anesthesia, now attending medical 


school, desires position for summer months. 
General practice or oral surgery. Address 
A.D.A. Box No. 359. 
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New York licensed, New York University 
graduate, 1954, seeks position or associa- 


tion outside New York metropolitan area. 
Completing Air Force tour August 1956. 
Additional experience: exodontics, endo- 


dontics, periodontics and operative dentistry. 
Complete resume on request. Address A.D.A. 
Box No. 299. 


M.S.D. for oral 
work in public 
Navy Dental 


General dentistry or hold 

surgery. Also graduate 
health dentistry. Ten years 
Corps, 6 years institutional and industrial 
dentistry, 4 years private practice. Age 47. 
Consider foreign opportunity. Have Na- 
tional Board certificate. Address A.D.A. Box 
No. 310. 


Young dentist desires association in Penn- 
sylvania with general practitioner en- 
gaged in the highest type of dental practice. 
Training and extensive experience in exo- 
dontics and oral surgery. Leave service July 
1956. Address A.D.A. Box No. 348. 


Wanted, association with oral surgeon or 

exodontist in Pennsylvania. Training and 
extensive oral surgery experience as chief 
of service at 550-bed Air Force hospital. 
Leave service July 1956. Address A.D.A. Box 
No. 349. 


Pennsylvania licensed. Two years experience 
in the Navy. Would like full time associa- 
tion with another dentist in Philadelphia 
area, or within a radius of 100 miles of 
Philadelphia. Address A.D.A. Box No. 339. 


Virginia. Dentist age 34, wants purchase of, 

or associate practice with established 
dentist in Norfolk, Newport News, Ports- 
mouth or surrounding area. Service require- 
ments completed. Address A.D.A. Box No. 
355. 


California. Orthodontist desires association 
in Bay area on guaranteed salary plus 
percentage basis. Teaching experience and 
postgraduate certificate in orthodontics. 


Now completing military service. Address 
A.D.A. Box No. 356. 


Wanted: Association or other opportunity in 
Oregon. Married, military obligation com- 


pleted, including rotating internship. Will 
take June boards. Address A.D.A. Box No. 
320. 


New York, New Jersey licensed dentist, 
completing military service in June. Ex- 
perience in periodontics and general den- 
tistry. Interested in association or purchase 
in suburban area. Address A.D.A. Box No. 
387. 


Dentist available, licensed in Illinois and 

Wisconsin, wide experience and capable, 
surgical background, three 
internships and master’s degree. General or 
surgical practice. Will consider association 
or same with option to eventually purchase. 
Address A.D.A. Box No. 327. 


oral surgery 


FOR SALE 


For sale in perfect condition. Ritter unit, 

Ritter compressor, Ritter chair and cuspi- 
dor, swivel stool, two electric engines, G.E. 
surgical unit, Castle sterilizer, 20 pairs 
forceps, Heidbrink gas machine, four tanks, 
gas outfit for filling, furniture, Burton light 
and testing outfits, 20 gross new burs, 
amalgam instruments, laboratory supplies 
and miscellaneous. Will sacrifice for quick 
cash. Sale for $1,500. Dr. G. E. Partridge, 148 
College St., Burlington, Vermont. 


For sale. Ritter Unit, cabinet containing an 

exceptional quantity and quality of den- 
tal instruments, dental supplies and labora- 
tory equipment. Priced very reasonably. 
Dentist deceased. Mrs. J. H. Eagleson, West 
Salem, IL. 


american modern cabinet No. 182, in Cream Formica. 
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For sale. Leather bound Dental Cosmos. Complete equipment for office including 

Volume 1 to volume 67—year 1860 to 1925. x-ray machine, Airdent with mechanical 
20 years. Vear Book of Dentistry. Al! in fine arm, stool, motor chair, unit, cabinet, im- 
condition. James E. Heap, 36 Exchange P'1., pactor, instruments, Vacu-dent = suction, 


Providence, R. I. Torit model trimmer, equipment for gas and 

e thiopental sodium general anesthesia, equip- 

Airdent for sale. Complete. Used slightly. ment for laboratory and injection § type 

Cream color. Best offer, Chicago area. Ad- acrylic resin technic. Buffalo, N. Y. Address 
dress A.D.A. Box No. 357. A.D.A. Box No. 338. 

WANTED TO BUY Wanted: Forceps, upper bicuspid, Cleve- 
Old or used dental books, journals, prints, Dent Nevins No. 1. Manufactured about 25 


Leo L. Bruder, 1 DeKalb Ave., Dept. 21, years ago. Condition of finish unimportant 
Brooklyn, N. Y. Dealer in out-of-print dental as long as forging is good. Reply to Dr. 
literature. N. C. Brust, 302 Cameron St., Brush, Colo. 


N.B.SCHERR 


SIGNS 


Cast, raised letters, drilled, with screws 
3" x 12" — $12.60 3" x 14" — $14.70 3" x 16" — $16.80 
4" x 14" — $19.60 4" x 16" — $22.40 4" x 18" — $25.20 
5" x 16" — $28.00 5" x 18" — $31.50 5" x 20" — $35.00 
6" x 18" — $37.80 6" x 20" — $42.00 6" x 25" — $52.50 
Other sizes 35c per sq. in. Minimum, $7.00. Signs with wording on both sides 60c per sq. in. 
COLLECT PLEASE SEND CHECK WITH ORDER 
LAUER METAL SHOP e 1516 E. Baltimore Street @ Baltimore 31, Md. 


Motion Pictures 
A WIDE variety oF | Filmstrips = 
Slides 


Radio Transcriptions 


Are available through the ADA’s Film Library to assist dental 
societies in— 
» Building scientific programs. 
Presenting dental health education to lay groups. 
. Providing talks on local radio stations. 
Over 100 titles are available for circulation. The loan fees are 
nominal . . . the material current and authoritative. 
If you’d like a free copy of the latest catalog of visual aids fill in 
and mail the coupon today. | 


Film LIBRARY 
AMERICAN DENTAL ASSOCIATION . 222 E. SUPERIOR STREET . CHICAGO 11 | 
Please send me a copy of the Film Library’s latest catalog of 
audio-visual aids. | 
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184 in Green 


first real cabinet 
advance in years! 


american— professional choice of the 
world—brings you a completely new 
line of dental cabinets! Styled as 
smartly as tomorrow’s cars ...ina 
range of rich new colors . . . constructed 
entirely of lifetime materials .. . 
designed to bring new convenience 
to your operatory! See them soon 
at your dealer’s—american modern 
—new dental cabinets 
by Hamilton! 


american modern cabinet No. 182, in Cream Formica. a 
— 
185 in Coral 
7 
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...-here's why american modern 


is the first real cabinet advance in years! 


new performance! 


NEW WORKING SURFACE! 
Graceful, rolled Formica 
working surface is unbreak- 
able—has raised front edge— 
accommodates disposable 
paper covers. Concealed 


medicine compartment 
stores bottles of various sizes. 


EASY-ROLLING MOBILITY! 


All american modern cabi- 
nets roll into operating posi- 
tion at a finger’s touch— 
perfect for seated operating. 


IMPROVED DRAWERS! 


Wonderful choice of efficient 
drawer arrangements—plus 
Nylon glides and rubber 
cushions for smooth, silent 
operation. Stops prevent ac- 
cidental removal, but draw- 
ers can be easily removed 
for cleaning. 


NEW TRAY DESIGNS! 


american modern cabinets 
give you a wonderful choice 
of interchangeable Opalite 
glass trays. Exclusive new 
tray design holds all instru- 
ments in easy-to-grasp posi- 
tion—prevents fumbling. 


EASY TO KEEP CLEAN! 


Smooth, clean, modern lines 

. . Formica exterior .. . 
stainless steo! base... chrome 
pulls—stay clean effortlessly. 


NEW CHOICE! 


Four all-new american modern 
cabinets — plus two other 
American cabinets—offer 
you the finest choice ever. 
At your American Cabinet 
Dealer’s you'll find the cabi- 
net that’s perfect for your 
practice—see them soon! 


nerica 
ern 


new 
construction 


LIFETIME DESIGN! 


Welded, rigid internal 
skeleton of steel . . . exterior 
of stainless steel and life- 
time Formica. 


NEW DRAWERS! 


Welded, one-piece, dust- 
proof drawers run smoothly 
on Nylon glides—pulls are 
satin-finish chrome. 


NEW TOP DESIGN! 


Ultra-modern working 
surface of gracefully 
formed Formica, with 
raised front edge—no 
crevices or corners. 


new 
color range! 


american modern cabinets 
feature the four handsome 
new colors shown on the 
previous page—wood- 
grained Formica in Cream, 
Coral, Gray and Green. 
Each harmonizes perfectly 
with other contemporary 
dental equipment colors. 
American’s highly popular 
cabinets Nos. 176 and 180 
are also available with 
wood, solid-color exteriors. 


a 


: 
+ 
+ 
4 
Ss Hamilton Manufacturing Company, Two Rivers, Wisconsin 


Hail this coupon for your supply of professional samples 


PLEASE PRINT 


State 


CO-RE-GA CHEMICAL CO. * 76 Mill Road, Jersey City 6, N. & 
Dept. 26-F 


— 
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I. it? Or... Isn't it? That is the question— 
and the reason why a single periapical radio- 
graphic examination may not be sufficient. 
Arrows in radiographs above indicate the 
question .. . and the answer {sialolithiasis, in 
this instance). 

Because accurate radiographic information 
is SO important to proper patient care, much 
depends upon the reliability of both film and 
chemicals. Insist upon Kodak dental x-ray film 
and chemicals. They are made to work together 
—tested for uniformity, package after package. 


Suspicion confirmed! 


INTEREST your patients 
in preventive dentistry. 
Get first 50 copies of 
“How to Prevent 
Toothache,” by 
Howard R. Raper, 
D.D.S., without cost. 
Additional copies, 

$1 per 100. See 

that they see this 
revised 14-page 
booklet. 


EASTMAN KODAK COMPANY, 


A AQ 


by, | 
| 
3 | 
& 


For complete dependability 


Use Kodak Dental 
X-ray Film 


Process in 
Kodak Dental 
X-ray Chemicals 


Order Kodak x-ray materials 
from your dental dealer 4 


X-ray Division, Rochester 4, N.Y. 


TRADE MARK 


Dental X-ra¥ Fixer 
Developer 
MED) = 
fay 
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Preferred by patients 


Dentistry’s gentle method for cavity and crown preparation — 
eliminates rotary motion, minimizes patient apprehension and 
pain. 

Clinical reports on approximately 20,000 patients showed almost 
unanimous preference for Cavitron over other cutting methods. 


Saves chair time 


Cavitron’s non-traumatic* cutting action makes anesthesia un- 
necessary in most cases, permits patients to tolerate more prepara- 
tions per sitting. The precise, smooth cuts reduce instrument 
changes and finishing time. You do more productive work per 
sitting ... handle more patients in your normal work week. 


Makes better dentistry easier 


The unique Cavitron combination — non rotary, feather-touch 
handpiece and the relaxed patients — assures reduced operating 
tension and fatigue . . . leaves you fresher at the end of the day. 


* Zach, L., and Brown, G.N.: N.Y. State DJ., Jan. 1956 
Zinner, D., and Whetstone, W.: J. Den. Child., Mar. 1956 
Friedman, J., and Lite, T.: N.Y.J. Den., Apr. 1956 
Van Huysen, G., Healey, H. and Patterson, S.: 1.A.D.R. Abstracts, No. M-27, 1956 
Butt, B., Harris, N., Shannon, |. and Zander, H.: |.A.D.R. Abstracts, No. 34, 1956 


See it at your local Cavitron dealer —or write for literature. 


CAVITRON EQUIPMENT CORP. 42.26 28th Street, Long Island City 1, N. ¥. 
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.Giue patient a 


de, provide a 


ULTIHUED 
“ALIVE” 
LOOK 


Demene 


MU CO -TONIE dentures 


Gone is the patient’s hesitancy to smile broadly 
and expose the gums . . . when you provide a 
Densene MUCO-TONE denture. They are so life- 
like, so alive and wholesome looking as to defy 
detection even under closest scrutiny . . . for the 
coloration is through and through. This distinctive 
naturalized color coupled with “fluid flow” ac- 
curacy of fit provides the ultimate in professional 
and patient satisfaction. 
15 Unit Package ........ $21.75 


Cross-linked, of course. 


COSMOS bentat PRODUCTS, Inc., 653 Eleventh Ave., NewYork 36 


| 
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AUSTENAL LABORATORIES, 
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\ tandara of Quality... 


| RESTORATIONS 
\ | 


Common sense and good business practice prohibit pay- 1 di, ~ 
ing a little and getting a lot. When you pay too little, you 
sometimes lose everything. The thing you bought may be 
incapable of doing the job, and you assume an unjust risk. 
This standard of quality is well known to the VITALLIUM 
Processing Laboratories. They are engaged with you in 
@ common task. They undertake to provide you with 
restorations at charges which are always reasonable, 
and in keeping with the high quality of the materials 
they use and the advanced skills of their technical staffs. 


INC. NEW YORK e CHICAGO 


@ By Austenal Loborotories, inc 
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,, 
3 WAYS with 


ROWER LIQUID® 


{Brand of CALCIUM HYDROXIDE SUSPENSION )} 


PROTECTIVE CAVITY LINER 


1. NEUTRALIZES cement acids 
2. INSULATES against thermal shock 


3. AIDS secondary dentin formation 
(In cases of pulpal exposure) 


**Indicated in all types of 
restorations, especially in 


deep cavities, under silicate ROWER DENTAL MFG. CORP. 
cements, and for inlays, Boston 16, Mass., U.S.A. 
crowns and bridges. 


PULPDENT (Rower) PASTE (for pulp capping 
Professional literature available and vital pulpotomy) and PULPDENT (Rower) 
on request LIQUID stocked by leading dental dealers’ 


KERN 


TURBO-JET 


Patent Applied For 


A Hydraulic Turbine Contra Angle Handpiece* 


e@ 45,000 RPM—for fast cutting 

@ LOW TORQUE—for safety 

e@ HYDRAULIC DRIVE—no vibration 

e@ PLASTIC BEARINGS—no lubrication 

e@ LIGHT CUTTING PRESSURE—patient comfort 


Self-contained unit—just plug it in 
Contra Angle—no gears 


Information may be obtained through your dealer 
or write direct to 


BOWEN & COMPANY, INC. 14. 


Maryland 


*JADA Vol. 47, P. 324-329, Sept. 1953. NELSEN, R. J., D.DS.; 
PELANDER, C. E.; KUMPULA, J. W.: Hydraulic Turbine Contra 
| Angle Handpiece. (Reprint on request) 
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Eye 


this bright new 


The 


with the new “UN-ETTE” 


« Bright satin chrome component parts 

‘Perma-mold’ aluminum unit base 

« Ultra hi-speed cord arm—45° tilt 

« New surgical type aspirator 

« Handpiece speeds in excess of 13,000 R.P.M. 

«Contoured swinging bow! arm, flame- 
polished bowl — condensation dri . 


introducing 


the 


“ULTRA-COOLANT” 


* Controlled by foot-operated 
switch Noiseless 
*Concentrated stream for 
better visibility—NO DRIP! 
«increases patient comfort 
(... an “extra” easily at- 
tached to all Weber units. 
See your Weber dealer.) 


The WEBER DENTAL MFG. CO. 


Doctor, you have a RIGHT to 


| a 
MAY BE PUR- 
CHASED AS A SEPARATE 


TEM WITH OR WITHOUT 
SYRINGES 


pect more from WEBER! 


CANTON 5, OHIO and dealers in major cities 
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“‘dentistry’s best-behaved silicate’ 


If humidity gives you a hard time in placing silicate fillings . . . use 
Syntrex! This new and different material is almost as immune to moisture 
as the duck. Regardless of atmospheric conditions, Syntrex mixes easily. 
Sets promptly. Develops strength rapidly. And remains virtually insoluble 
in the mouth! 


Color-matching is easy with the efficient range of Syntrex shades. Your 
first filling will prove it! 


(f7 Us 
For modern materials callon  milford, Delaware 
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easy 
mixing 
Grip Cement mixes 
easily and quickly ... 
yet allowe ample work- 
ing time for seating 
precision appliances. 


no messy 
slabs 


When you mix Grip Cement 
on the Resinslab, simply 
tear off and discard the 
sheet on top. . . leaving a 
fresh, clean surface for 
your next mix. 


so thin 
...and yet 


so strong 


With the thinnest cement line, 
Grip Cement exerts tremendous 
holding power. It is non-friable, 
uniformly radiopaque, virtually 
insoluble in the mouth. A good 
thermal and electric insulator. 
Ideal for crowns, bridges, inlays, 
facings of porcelain, gold, acrylic. 


For modern materials call on 
CAULK Milford, Delaware 
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THE EMBLEMS OF RELIABLE PROTECTION © 
SINCE 1962 


“garles. -activ 


patients 


recommend 
non-cariogenic We cordially invite your inquiry lor 


application for membership which af- 

| fords protection against loss of income 

| from accident and sickness as well as 

} | benefits for hospital expenses for you 


_ and all your eligible dependents. 


PHYSICIANS 
RGEONS 
from DENTISTS 


Deliciously sweet, but free from 
Sugar. Available through drug, 
department and health food stores, 


Samples and literature on request. © 
Please give druggist's name and address. 


MUROL PRODUCTS COMPAN 
16 S. Michigan Ave., Chicago 3, Ill. 
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CASTING 


You will immediately see the 
difference in golds made by the 
Baker Deoxidizing Process. 
They melt, cast and finish 
easier, cleaner and much denser 
—especially when using the 
new natural or mixed gas sup- 
ply now used in most cities. 


INLAY SOFT A 


bridge 


NEW YORK CITY 
30 Church St. 


e CHICAGO 
55 E. Washington Street 


gold 
UNICAST—popular all purpose economy gold 


BAKER & CO., INC. 


850 PASSAIC AVENUE @ EAST NEWARK, N. J. 


Castings made of these ad- 
justed alloys are so free from 
microscopic surface porosity 
that they are exceptionally re- 
sistant to all mouth tarnish. A 
small trial order from your 
dealer will convince you. 


BAKER DEOXIDIZED GOLDS ARE AVAILABLE IN... 
INLAY HARD C 


INLAY MEDIUM B 


BAKER 75-—extra hard rich color bridge gold 
CHICAGO 4—all purpose partial and removable 


SAN FRANCISCO 
760 Market Street 
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.more... 


SEE. -better... 


clearer... 


Rotates 360° 2” by 4” Lens 


Heavy Cast Base — Will Not Topple 
Lite- Wl ile’ 2004, clean, cool fluorescent illumina- 


tion is high intensity. Thorough, accurate magnifying lens. 
Correct power, flawless quality assures detail and color 
perfection. Dentists, laboratory technicians enjoy greater 
SEE-ABILITY. Heavy base, rotating arms gives you an 
extra pair of hands. 

Working in larger scale under illuminated magnification 
assures better values. Fitting, finishing, burring and polishing 
castings to patterns — master models saves valuable time and 
expense, Scratches — burrs detected and removed. 

Used by industry, hospitals, laboratories and in crime detection. 
Send for Free illustrated brochure or mail your check or 
Postal Money Order direct for $29.50 Parcel Post Paid. 
Unconditionally guaranteed. 


ROLLS 


These improved cotton 
rolls are a delight to the 
efficient dentist and are 
not harsh to the patient's 
mouth. They are actual- 
ly spun from 100% pure 
surgical absorbent cotton 
to make them softer, more 
pliant and noncollapsible. They 
adapt easily into any position, 
are stretchable and small tufts 
are quickly detachable. 


DENTAL ABSORBENTS CO. 


619 East Montecite $t. 
Senta Berbera, Calif. 


Se ee ee ee eee ee 


Sse ee in oral pathol orthodon 
; Please send me a free, generous somple & d cusing and vie 
of DENTAL ABSORBENTS. fe ling 


oh 

Pb. 6” Head Rotates 330° 

| 

6” Se 

4 

i 

"a Exakta VX 

| 

= 

Parallax-Free 
Dental 

Photography © 

AUTOMATIC EXAKTA VX 
 35-MM. SINGLE LENS REFLEX CAMERA 
oh £/2.0 AUTOMATIC ZEISS BIOTAR LENS 

. 5S Bronx River Koad, Bronxville 5, New Tork 
Ag 


NEW DENTURE 
IS A PROFESSIONAL 
INVESTMENT IN FUTURE 
GOOD WILL 
Will your patient still * 


praise your dentures 


Months after insertion, will your beautifully fitted den- 
tures still be praised as they deserve? Or will the patient 
blame you for discoloration from careless cleansing, or for 
loss of delicate ridges from harsh abrasive scrubbing? 

It’s “goodwill insurance”, to explain the professionally 
approved method of denture cleansing to every new den- 
ture patient. 

The “Easy”’ Way is the “Best” Way 
The easy way — and the best way — is the Polident way. 
Easy — because “soak-and-rinse” is so much simpler than 
“handle-and-scrub”. Best — because Polident effectively 
floats away debris, removes stains, and completely de- 
stroys all denture odors. 

It’s a sound “policy” — for protection of patients’ den- 
tures...and patients’ goodwill! 


Recommended by more dentists 
than any other denture cleanser write for generous supply of free office samples 
HUDSON PRODUCTS » JERSEY CITY 2, N.J. 
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THE MIRROR 
200-INCH PALOMAR TELESCOPE 


Not in a light year! Its meticulously polished surface must be cleaned 
with the utmost caution, to preserve its perfection and usefulness. 


Dentures, too, require the greatest of care in cleansing, to retain their 
lustrous finish and beauty. That’s why so many dentists urge their 
patients to use Wernet’s Dentu-Creme and Wernet’s Denture Brush. 


Dentu-Creme is an excellent detergent —smooth and non-injurious 
with a special polishing agent that’s ideal for use on acrylics. 


Wernet’s Denture Brush, with its Easy Grip Handle, provides 
two bristle sections, in conformance with professional 
preferences. Its black bristle section is for use on ridge and 
vault; its white bristle section on teeth and interproximal 
spaces. All bristles are anchored in position for long life. 


For thorough removal of food particles, 
mucin plaques and stubborn stains, with 
safety to the denture, suggest Wernet’s 
Denture Brush and Wernet’s Dentu-Creme. 


WERNET DENTAL MFG. CO., INC. 
JERSEY CITY 2, N. J. 
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SMALL 
LESS THAN 2” SQUARE 


TILTOP 


HEAVY 
STURDY, ALWAYS STABLE 


PELLET DISPENSER 


The new pellet dispenser for easier, 
one-hand operation—just tilt the top 
back with the little finger of the hand 
holding the cotton pliers, withdraw 
one pellet at a time, close with the 
little finger. 


You, too, will want TILTOP on 
your bracket table because it is »»» 


Pellets #1, 2, 3 and 4 Cartridge box with 


“push-up” bottom 


PRACTICAL —keeps pellets clean and 
covered, may be refilled quickly with 
cartridge boxes, pellets need never be 
touched or handled. 


CONVENIENT—wire mesh cover 
allows each pellet to be removed singly, 
quickly and easily—only a “working 
supply” is opened at one time. 


ATTRACTIVE—beautiful chrome finish 
is handsome on bracket table, easily 
cleaned, never stains. 


ECONOMICAL—no working parts to 
wear out or break—long and useful 
service is assured. 


See TILTOP at your dealers now, or write for information. 


RICHMOND DENTAL COTTON COMPANY 


P. O. 2176 


CHARLOTTE 1, NORTH CAROLINA 
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Penicillin V, Crystalline (Phenoxymethyl Penicillin) 


a new penicillin 
for efficient absorption 


by the oral route 


For adjunctive therapy in penicillin-responsive oral infections. For ad- 
junctive prophylaxis in oral procedures, especially in patients with a 
history of rheumatic fever, congenital or valvular heart disease, diabetes 
mellitus. 


wr 


| JOHN DOE. D.D.S. 


500,000 units, scored, bottles of 12. 


Wyeth Supplied: Tablets, 200,000 units, scored, bottles of 36; 
® 
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Re: 
24 
th 
R 
Philadeiphia 1, Pa. Trademark 


@ AQuAscoric 
INLAY INVESTMENT 
and Control Kit 


For New Controlled 
* Water Addition Process! 


t—Inserting inlay in rubber mold. 


%& Simple low-heat technique 


Assured accuracy 


¥%& Controlled expansion 
* Perfect casting every time! 


¥%& Available in convenient AQUA- 


q 


addition 4—Complete core PAK envelope...also in cans. 


7 


Write for technical literature. 


THE RANSOM «2 RANDOLPH CO. 
TOLEDO, OHIO 
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Nobilium wins high praise 
from your most 
fastidious patients 


with 


Aristocrat of 
Chromium Alloys, are character- 
ized by elegance—a richly hand- 
some appearance, a fit that 
conforms with exactitude, and 

a sense of security that con- 
fers peace of mind on both 
dentist and patient. The em- 
ployment of Nobilium alloy, 
duplicating materials, in- 
vestments, pre-formed wax 
patterns, and the fabulous 
Nobilium electric casting 
machine and electrolytic 
polisher offer you many 
advantages unobtainable in 
any other way. Remember 
your preferred dental 
laboratory can supply 
you with Nobilium 
appliances incorporat- 
ing all of the latest 
Nobilium features 
for esthetics, com- 
fort and functional 
service. It’s good 
dental practice to 
specify Nobilium. 


4 


4 


4OBILIUM PRODUCTS, INC. 
* Philadeiphia Los Angeles 


NOBILIUM of Miami 
LIVUM of TEXAS, Houston 
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Tg 5 HOTELS IN ATLANTIC CITY 
EZ 
— 
No Hote! Single Doubie Room with Parlor 
PENNSYLVANIA AVE 
2 St. Charles 6.00-10.00 8.00-14.00 —_$24.00-28.00 
S CAROLINA AVE 3 Morton 6.00— 9.00 8.00-12.00 
| | 4 Clarendon 5.00- 6.00 7.00 
16 5 Seaside 6.00-11.00 8.00-14.00 28,00 
NEW YORK AVE, 6 Holmhurst 7.00- 8.00 
7 Colton Manor 7.00-10.00 9,00-14,00 
— — 8 Abbey 6.00-10.00 8.00-14.00 
es 9 Haddon Hall 7,00-11.00  10.00-23.00 _36,00-44,00 
JL 10 Chalfonte 7.00-11.00  10,00-23,00 
11 Lafayette 5.00- 8.00 8.00-14.00 
11A Carolina Crest 5.00- 7.00 _7,00-10.00 
Ca Ga 13. Senator 5,00-11.00  7.00-16.00 28.00 
ARR ANSAS AVE 14 New Belmont 4.00- 5.00 _6,00-10.00 
15 Mayflower 6.00-11.00 8.00-14.00 
16 Flanders. 5.00- 6.00 _7.00-10.00 
ave 17 Columbus 6.00- 8.00 
18 Lexington 5.00 6.50- 8.50 
CH 20 Monticello... ... 4.00- 5.00 7.00 
ave 21 Richfield-Boscobel  4.00- 6.00 —6,00- 8.00 
22 Sterling 5.00- 7.00 8.00-10.00 
23 Jefferson 6.00- 8.00 8,00-12.00 
| 24 Kentucky 3.50 6.00- 7.00 
ave 25 Madison 600-1200 _7,00-14.00 
ESI 26 Traymore 8.00-22.00  10.00-24.00 _20.00-45.00 
cB 28 Claridge 7,00-15.00 11.00-19.00 36,00 
29. Crillon. 8.00-12.00 
G5 30 Eastborne. 5.00- 8.00 
31 Runnymede 4.00- 6,00-10.00 
32 Marlborough-Blenheim 7.00-10.00  10.00-20.00 —26.00-40.00 
33 Dennis 7,00-12.00  10,00-22.00  35.00-45.00 
34 Shelburne 6.00-16.00  10,00-22.00 39,00-50.00 
36 Ritz-Carlton 6.00-18.00 8,00-22.00 35.00 
C4 37 Ambassador 8.00-18.00 10.00-22.00 _20.00-45.00 
D 38 Chelsea 5,00-11.00  7.00-16.00  24,00-30.00 
39 Mark... 4.00- 7.00 _6,00-10.00 
[ 40 President........... 5.00-10.00 8.00-18.00 —19,00-24.00 


ATLANTIC CITY'S STREETS ARE 13 BLOCKS TO THE MILE INSTEAD OF THE USUAL 8. 
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INSTRUCTIONS: Reservations for hote! 
accommodations may be secured for Py 
Atlantic City, N. J., by completing this 
application and mailing it to: A.D.A. 
Housing Bureau, 16 Central Pier, Atlan- 


Hotel tic City, N. J. 


Be sure to indicate your arrival time in 
Atlantic City. Reservations will be held 


reservation only until 6 p.m. of the day you indicate 


when you will arrive in Atlantic City un- 
less special arrangements are made with 


application 
Names of all persons who intend to 4g 
97th Annual Session occupy the accommodations must be 


5 listed on the application. 
American Dental List four choices of hotels. Confirmation 
Association will be sent to the applicant indicating 
which hotel has accepted the reservation. 
Oct. 1-4, 1956 Write the A.D.A. Housing Bureau in 
Atlantic City, N. J. Atlantic City if you wish to cancel the 


reservation. 


A.D.A. HOUSING BUREAU ¢ 16 CENTRAL PIER, ATLANTIC CITY, N. J. 


(Please print or type) ADA, 
Applicant: 


Name_ 


(Street address) (City) (Zone) (State) 
a.m. 
Arrival in Atlantic City__ _p.m. Leaving... 
Accommodations: 
Hotel _Hotel___ 
(First choice) (Third choice) e 
(Second choice) (Fourth choice) 
(_} Single occupancy, rate to range from $ _ to $_____ per day. 
Double occupancy, double bed, rate to range from day. 2 names mest 
Double occupancy, twin beds, rate to range sper day. be listed below 
Suite of____rooms, including parlor, rate to range from day. 


Occupants: (use an extra page for listing additional names if necessary) 
Room will be occupied by: 


(Name) (Address) (City) (State) 


(Name) (Address) (City) (State) 
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= Removable receptacles, each with 
m2 lifting rack for tubes, syringes 
or trays. 


Three com ts for timer- 


LIQUEFYING e STORING e TEMPERING 
performed accurately, automatically 


A completely self-contained unit, the Hanau 
Electric Hydrocolloid Conditioner performs 


thermo. each conditioning stage under accurate, 
statically controlled storing and 
tempering. 


the day. 


HANAU INSULATED SYRINGES 
WITH AIR RELEASE VALVE 

Molded rubber covering enables immediate 
handling and insulates against heat loss. 
Unique valve in plunger releases trapped air 

‘ore material is expelled, and prevents 
“popping out’ during boiling. Available 
(optionally) in two sizes: Large for fillin, 
impression trays; small for applying materi 
to teeth. 


automatic control. 
With time-saving, 
provides all facilities, within one compact 
unit, for: boiling tubes or syringes for the 
. storing them at proper 


uniform results, 


prescribed time . . 
temperature for day-long use 
tempering filled impression trays. Thus, 
without supervision, hydrocolloids may be 
completely conditioned in a matter of 
minutes for use at any time throughout 


Obtain complete information from your dealer 
or write Hanau for literature. 


HANAU ENGINEERING CO., INC. 


1233 MAIN STREET BUFFALO 9, N. Y. 
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THERE 
| CARBIDE TIP 


CUTTING INSTRUMENTS 


Enlarged view of 

TUNGSTEN- Tungsten-Carbide 
Chisel TC 6 


Application of Tungsten-Carbide TUNGSTEN-CARBIDE 
steel to ASH culling instruments CHISELS 


offers: 


@ EXTREME HARDNESS 
@ UNPRECEDENTED SHARPNESS 

@ PROLONGED CUTTING EFFICIENCY 
® LONGER LASTING 

@ ECONOMICAL TO BUY 

For the finest in cutting instruments, 

insist on genuine ASH Tungsten-Car- 
bide instruments. look for the name 1 TC2 1-66 


““ASH-ENGLAND" on the handle. SINGLE OR DOUBLE END (DOUBLE 
ENDED) 


309 Main Street, Niagora Foils, N. Y. 
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ESPECIALLY FOR LARGE FILLINGS 


THE NEW 
JUMBO SIZE 


AMALGAM 
CARRIER 


Ask your dealer or 
write for details on com- 

plete Rower line of Amal- 
gom Carriers: single end, 


Pw regular or large; double end, 
regular and large on one corrief. 
ROWER DENTAL MFG. CORP. Boston 16, Mass. U.S.A. 
RAD-551 


POST CONVENTION 
VACATIONS 


After Atlantic City Meeting 


1. 12 day Grace Line Cruise to north coastal cities of South 
America. Oct. 5th. $435.00. No tax. 


. 8 day Furness Line Cruise to Bermuda and Nassau. Minimum 
rate $200.00 plus taxes. 


- 5 day American Express Air Tour to Bermuda. All expense, 
$183.00 plus $9.90 tax. 


Write at once for information: Dr. C. W. Carrick. 


CARRICK TRAVEL BUREAU 
Oberlin, Ohio 
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Teeth esthetically suitable for metal restorations 
require an anatomy different from the traditional 
denture-tooth anatomy with its wide interstitial 


spaces and marked collar line. 


Steele’s New Hue facings provide modern esthetics 
for restorations of metal—even to that lifelike 
sparkle; and the ultimate in esthetics is obtained 


with Steele’s Porcelain Biting-Edge facings. 


THE COLUMBUS DENTAL 
MANUFACTURING COMPANY 
COLUMBUS 6, OHIO 
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Busch-Widia Burs, made of the hardest of 
the tungsten carbides, are engineered for 
peak performance through the full range 
of high operating speeds. 

Precision blade design, scalpel-sharp 
“diamond hard” cutting edges, shafts 
that are guaranteed to be absolutely true ~ 
—all contribute toward smooth, swift ac- 
tion a true kindness to your patients. 

Busch Burs and Busch-Widia Burs are 
available in the largest selection of 
styles, shank lengths and sizes. You'll 
find the bur you need and the quality you 
want when you specify Busch-Widia Burs. 


PFINGST & COMPANY, INC. 


62 COOPER SQUARE + NEW YORK 3,N.Y. 
BUSCH BURS - HORICO DIAMOND ABRASIVES - AJUSTO HANDPIECES - STAINLESS INSTRUMENTS 
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for most efficient 


extraction technique 


These 
High Speed 


Drive Units 
Increase Speeds up to 300% 


20,000 R.P.M. may be attained by 
disconnecting the shunt resistance, 
readily accomplished by your decler’s 
service department. Thus, a wide range 
of speeds is provided suitab!e for all! 
operating requirements. The same approximate 
mechanical ratios may be expected to 

hold true for $.S. White and Weber engines. 


Chayes High Speed Drive Unit for Ritter Model C engines. . $24.00 


Chayes High Speed Pulley, 
Extension Shaft and Belt Guard for S.S. White engines. .$13.25 


Chayes High Speed Pulley and Belt Guard for Weber engines. .$10.00 


‘icol @nd ore designed fr yours of service, 


460 WEST 34TH STREET, NEW YORK 1 ~ 


Manufacturers of Precision Handpieces, Contra Angles, Mounted Points and Wheels for Dentistry 
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engine (A.C.) presently ™ 
running at 6,000 R.P.M. . 
will deliver approximately 
18,000 R.P.M. when 
equipped with a Chayes = 
High Speed Drive Unit 
and Mode! 3 Chayes 
Handpiece. A further \ 
increase to speeds in excess of 
he 
. 
DENTAL INSTRUMENT CORP. 
| 
>, 


ACHROMYCIN 


TETRACYCLINE 


SOLUBLE TABLETS | 


completely soluble! / 
highly useful! 


ONE DROP OF LIQUID ; 


dissolves the 
entire tablet 
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Just one drop is sufficient to dissolve an 
AcHROMYCIN* Tetracycline Soluble Tablet 
completely and quitkly. That means you 
can use this renowned broad-spectrum anti- 
biotic locally without fear of foreign-body 
reactions. In fact, these versatile tablets fill 
several important needs in your daily prac- 
tice! Just look at this partial list: 


1. POSTEXTRACTION SOCKETS. Place 
Acuromycin Soluble Tablet intact in 
socket immediately after extraction. 


2. MEDICATED PACKS. Impregnate cot- 
ton rolls with solution made from tablet(s). 


3. ROOT CANAL THERAPY. Make solu- 
tion to irrigate root canal; solution made 
from AcHromycin Soluble Tablet will 
readily pass through 20 to 25 gauge needles. 


4. SYSTEMIC THERAPY FOR CHIL- 
DREN. ACHROMYCIN Soluble Tablets are 
easily dissolved in milk, fruit juices, and 
other liquids, 


AcHROMYCIN Soluble Tablets 50 mg. are 
available from your usua! source of supply 
in bottles of 40 and 100. They do not re- 
quire refrigeration. Order a supply today! 


FREE. For your convenience in prescribing 
Acuromycin, Lederle has prepared 
special prescription pads. 

Write for yours! 


Soluble Tablets: 50 mg. 
Capsules: 250, 100, 
and 50 mg. 


*REG. U.S. PAT. OFF. 


NO UNDISSOLVED PARTICLES 


y remain in this 

smooth paste 
i 

z AN AID TO, 


g NOT A SUBSTITUTE FOR, 


* LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 


PFARL RIVER, NEW YORK 
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the most outstanding 
tubber composition 
material in the werld! 


Frankly, you may find it hard to believe that 
Coe-Flex has properties so far beyond the exist- 
ing standards and specifications of alginates 
and hydrocolloids . . . until you try Coe-Flex. 
So we are making it easy and economical for 
you to try Coe-Flex by offering 2 packages for 
the low price of $9.00. We want you to expe- 
rience at first hand Coe-Flex’s great accuracy 
—the fact that it exhibits NO shrinkage, NO 
expansion during setting, and that its dimen- 
sions are MAINTAINED during 
storage. It can be poured anytime 
and safely shipped! It’s easy to 
use, requires NO fixing. For the 
best impressions you've ever 
made — inlays, partials 

or full dentures — 
order Coe-Flex today. 


Order from 
your dealer 


Coe-Flex is the only rubber ¥ 
base material that includes 
an Adhesive and a Retarder 
in every package—and at 
no extra cost. The Ad- 
hesive firmly attaches Coe- 
Flex to compound, metal, 
or plastic surfaces. The 
Retarder assures control of 
setting time. 


ties, Inc. Chicago 21, Illinois 
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Patients will pin a 
medal on you 


Often the use of antacid analgesic BurrEerin® will add materially 
to your patients’ comfort. Give it before you begin 

your restorative or operative work. Advise your patients to take 
BUuFFERIN at home, too. It acts twice as fast as aspirin and doesn’t 
upset the stomach the way aspirin often does. Patients will pin 
a medal on you for your help in easing their pain. And 
remember that your arthritic patients are especially 
susceptible to gastric upsets from plain aspirin, 

but tolerate BUFFERIN well. 


BRISTOL-MYERS COMPANY, Bach at coining 
19 West 50 Street, New York 20, N. Y. num glycinate and magnesium carbonate. 
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stands for Brilliance 


bril’liance, 1. bril’yans, 2. bril’yanc, n. 
Sparkling or glowing with lustre or 
light, shining brightly; very bright, the 
quality of being brilliant; as the bril- 
liance of a diamond. 


| 
also stands for ( Orm 


ing shades in artificial teeth . . .a com- 
plete range of shades for every age 
and complexion. Start specifying “B 
For Bioform” today, and you'll note 


. and you'll find there’s a quality of 
q natural sparkle and brilliance in 
a Trubyte Bioform which compares 
“y most favorably with the finest natural 
teeth at the peak of health and vitality. —_ immediately the improved esthetic 


j The Trubyte Bioform Shade Guide is appearance of your complete and 
i your key to the most natural appear- _ partial denture cases. 

=6When you specify tooth shades... 


Bio form 


show Features of 
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THE DENTISTS’ SUPPLY COMPANY — 


